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ORIGINAL ARTICLES 


I. THE FUTURE OF THE SOUTHERN MINNE- 
SOTA MEDICAL ASSOCIATION* 
WixuiaM F. BraascH 
Section on Urology 
Mayo Clinic, Rochester, Minnesota 

The present status of the sectional medical society 
is somewhat anomalous. In many instances such 
societies were formed before the establishment of 
state associations; in others they were established 
because of the weakness of independent or sparsely 
settled county societies. Occasionally, geographical 
barriers or excessive distances, separating various 
portions of the state, warranted their organization, 
and in a few instances factional disturbances and 
selfish motives prompted it. 

The birth of the Southern Minnesota Medical 
Association may be considered as quite legitimate. 
Without going into the details of its honorable his- 
tory, the nucleus of this association was formed in 
Winona in 1892, 30 years ago, and geographically 
incorporated the southern tier of counties in the 
state. In 1911 it was joined to the Minnesota Val- 
ley Medical Association, which had been in exist- 
ence since 1880, both societies being dissolved and 
the present society formed. Since then it has 
grown from a society numbering less than 100 to 
its present enrollment of 460. The excellence of 
its programs has attracted visitors from all parts 
of this state, as well as from surrounding states, 
and has achieved national recognition. In this 
manner the latest progress in the various fields of 
medicine has been brought by recognized authori- 
ties within the reach of every member of the So- 
ciety. Its remarkable growth was largely due to 
the energy and resourcefulness of our retiring 
Secretary-General, Dr. A. F. Schmitt, and in the 
resolutions passed this afternoon we have endeav- 
ored to show our appreciation of this. 


*President’s address before the Southern Minnesota 
Medien! Association at Mankato, Minnesota, December 
922. 


The Southern Minnesota Medical Association 
has now reached another period in its development. 
It would be well to consider that the present status 
has not been attained without criticism from with- 
out as well as from within. It has been claimed 
that, by the development of two programs yearly 
of the magnitude of our recent programs, the re- 
sources of the state are so divided that the State 
Association suffers. It has even been inferred that it 
is the intention of the Society deliberately to over- 
shadow the State Association. I feel certain that this 
last assertion needs no denial. It is possible, how- 
ever, that a division of the medical resources of the 
state, particularly when employed in semi-annual 
sectional meetings, might interfere to some extent 
with the development of a state-wide program. 
The Society is also not without criticism by its 
The adherents of sectionalism 
maintain, and not without reason, that we have 
grown away from our original purpose of neigh- 
borly meetings. It is claimed by certain members 
that the program has been given over to distin- 
guished guests and specialists to such an extent that 
it has become top-heavy, and the small contrib- 
utor has but little opportunity to be heard. In an- 
swer to this, I need only describe the difficulties of 
those who have endeavored to assemble a medical 
program; they have found it almost impossible to 
secure papers from general practitioners. The 
expense of carrying on the ambitious programs 
is necessarily so great as to become a financial 
burden to some of the members. 


own members. 


However, it has 
not been generally realized that two meetings a 
year cost twice as much as one. Furthermore, in 
order to insure a large attendance it has been nec- 
essary to assume considerable expense in sending 
out notices, securing speakers, presenting attractive 
programs, and many other incidentals too numer- 
ous to mention. 

As you know, at the business meeting today, a 
number of radical changes were made in our consti- 
tution and by-laws. It has been decided to have 
but one meeting a year, and on a date that will 
least interfere with the meeting of the State Asso- 
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The annual dues have been reduced so 
that they will not be a burden. The members in 
Mankato have generously conceded an amendment 
which permits the annual méeting to be held in any 
of the available cities of southern Minnesota. I 
for one should like to have it held in Mankato on 
alternate years. 


ciation. 


What of the future of this association? I am 
sure we are all agreed that we should carry on. 
There is need of a sectional meeting to fill in the 
gap between meetings of the state society. I am 
sure that none of us would want this society to 
compete with the senior organization, but rather 
would want it to supplement and aid it, wherever 
possible. The junior association should assist in 
establishing a spirit of harmony and friendship not 
only in our own ranks, but among the profession 
of the entire state. Unless the members of the med- 
ical profession work together to perfect their or- 
ganizations to meet the attacks of well-organized 
cults, they will suffer for it individually in the 
future. It may be said of the Southern Minnesota 
Medical Association that our house is in order, 
our business cleared away, and we are ready to 
meet the demands of the future. I believe we 
should, in a measure, continue some of the attrac- 
At the same time, 
our Society should afford a common meeting place 


tive features of our programs. 


where the general practitioner and the specialist 
may exchange ideas. I believe that we may rest 
assured that the Southern Minnesota Medical As- 
sociation will flourish and continue to live up to its 


splendid history of the past. 


Il. THE RELATION OF THE GENERAL PRAC- 
TITIONER TO THE UROLOGIST 


The question of how to adjust the relation of the 
general practitioner to the specialist so that the 
best interests of the patient may be conserved is a 
common problem. This is particularly true in the 
practice of urology in which temporary diseases of 
the urinary tract, which soon disappear with little 
or no treatment, present symptoms very similar to 
those of serious lesions in which the patient’s 
chance of recovery depends on early recognition. 
The general practitioner has the advantage, which 
the urologist usually does not have, of observing 
the first symptoms of lesions of the urinary tract. 
This may be fortunate for the urologist since the 
symptoms observed in the acute early stages of 
urinary diseases are often very confusing, making 
When the disease has 


correct diagnosis difficult. 
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become more or less chronic it is more easily r ‘og. 
nized and may be made the subject of more « \act 
study. It is true that every patient who has cli: \caj 
evidence of disease involving the urinary ‘:act 
does not need the services of a urologist with the 
appearance of the first symptoms. There are, how- 
ever, definite indications and a definite time wien 
such consultation is necessary for the purpose of 
accurate diagnosis and for the welfare of the 
patient. Without going into detail it might be of 
some practical value to outline the significance 
of some of the common symptoms observed with 
surgical conditions in the urinary tract. 
HEMATURIA 

A careful study of the various types of hema. 
turia is of the greatest clinical importance, and 
from it much can be discovered concerning the 
nature of the disease and its localization. For clin- 
ical purposes, cases with hematuria may be divid- 
ed into two groups, those with and those without 
bladder symptoms such as frequency, dysuria or 
urinary obstruction. Hematuria without bladder 
symptoms is usually of renal origin. The two most 
common renal lesions involved are neoplasm and 
essential hematuria. Hematuria with renal neo- 
plasm is usually characterized by profuse bleeding 
for a short time, seldom longer than a day or two. 
When it is continuous over a period of weeks 
or months it is rarely due to renal neoplasm but 
often indicates the condition which, for want of a 
better term, is called essential hematuria. This 
condition, as we know, is seldom of a serious nature 
and the patient usually recovers after rest in bed 
for a week or two. If the hematuria persists, in- 
jections of silver nitrate through the ureteral cath- 
eter into the renal pelvis will usually suffice to 
stop the bleeding. Therefore, profuse hematuria 
of short duration without bladder symptoms de- 
mands careful investigation as soon as possible, 
since it is ebvious that if renal neoplasm is present 
its removal in the early stages offers the best 
chance for recovery. 

Hematuria occurring with bladder symptoms is 
If both bleeding and bladder 
symptoms disappear in the course of a few days, 
If they 
persist longer or recur at infrequent intervals, 
there is usually a surgical condition present and 


more confusing. 
the lesion may be but a passing infection. 
the patient should be referred at once for careful 


urologic investigation, since tumors of the bladder 
are frequently the cause of such symptoms. 
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Differentiation of a passing urinary infection 


and a vesical neoplasm in its early stages is proba- 
bly the source of greatest confusion. The general 
practitioner may be justified, in the presence of a 
short attack of hematuria, with vesical symptoms, 
in giving the patient temporary measures such as 
urinary antiseptics, rest in bed, and so forth. But 
should there be a repetition of these symptoms, or 
should they be prolonged for more than a few days, 
he is doing the patient a grave injustice if he does 
not advise urologic investigation. All too often 
patients are seen with tumor of the bladder, who 
have had either repeated attacks of dysuria or 
constant dysuria with hematuria, and who have 
been kept under treatment with urinary antiseptics 
and so forth, by the family physician, for a period 
of six months or even a year, without an attempt 
having been made to ascertain the cause of the 
symptoms. As a result the patient’s chance for 
recovery by surgical treatment has been greatly re- 
duced and in some instances entirely lost. 

It is also of importance in diagnosis to ascertain 
the time of appearance of the blood in the urine, 
and whether all of the urine is hemorrhagic. Ac- 
cording to such classification the following groups 
may be recognized: (1) all of the urine is hemor- 
rhagic, (2) the urine is hemorrhagic only at first, 
rapidly clearing as micturition continues, (3) the 
urine is clear at first, becoming hemorrhagic at the 
end of micturition, and (4) the urine is partially 
clear, but contains a few drops or particles of un- 
mixed blood. The possibility of renal involve- 
ment is to be considered, only if all of the urine is 
hemorrhagic; this condition is rarely present with 
If the first urine 
is hemorrhagic and the last portion is clear, the 
If only the last 
of the urine is hemorrhagic the lesion is in the 


the other types of hemorrhage. 
lesion is usually in the urethra. 


bladder or possibly in the posterior urethra. If 
but a few particles of blood are found in the urine, 
the bleeding may be either from the bladder or 
the urethra, and cause inflammation. 
URINARY FREQUENCY 
Of equal importance are the various types of 
urinary frequency. It is impossible to give in a 
few words rules which would cover all of the types, 
but there are indications of the three most im- 
portant, namely the types occurring in the young 
adult, in the male in the prostatic age, and in the 
female. Since renal tuberculosis usually occurs 
between the ages of 20 and 40 and is characterized 
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symptomatically by persistent diurnal urinary fre- 
quency with pyuria, such symptoms should be 
considered as due to renal tuberculosis until proved 
otherwise. It is possible for every general practi- 
tioner to make this diagnosis by demonstrating 
acid-fast bacilli in the urine. The technic involved 
is identical with that for detecting bacilli in the 
sputum, but requires greater persistency and the 
examination of many specimens of urine. As in 
cases of vesical neoplasm, it is surprising how 
many patients come to the urologist with advanced 
renal tuberculosis, for whom no attempt has been 
made to ascertain the cause of bladder symptoms 
which have existed for months and even years. 


Frequency in the female may be due to a variety 
of causes, most often to a passing colon bacillus 
infection which persists for a week or two and 
then disappears. Should it persist, further investi- 
gation should be made. Although irritation caused 
by pressure of the pelvic organs is often ascribed 
as the cause, this rarely is the cause and it should 
not be considered as a common etiologic factor. 


One of the most difficult conditions that the gen- 
eral practitioner is called on to treat is that of 
urinary obstruction resulting from prostatic hyper- 
trophy. As a rule, these patients are well along 
in years and their general condition is none too 
good. The bladder symptoms resulting from pros- 
tatic obstruction are usually characterized by grad- 
ual onset and initial nocturia. Sooner or later 
the well-known obstructive symptoms will appear, 
and may be heightened by secondary cystitis or 
the formation of stone in the bladder. The fre- 
quency accompanying chronic prostatitis with cys- 
titis may be confusing, but the absence of residual 
urine and the variations in the character of the 
prostate on rectal palpation will usually differen- 
tiate the two conditions. The urinary frequency 
resulting from vesical neoplasm is usually accom- 
panied by a variable degree of hematuria. How- 
ever, it should be emphasized that every case of 
urinary frequency and dysuria persisting more 
than a few weeks demands further investigation. 
In the treatment of acute infection of the bladder 
or kidneys, rest in bed and forced fluids are im- 
portant measures. An intake of 2,000 or 3,000 c.c. 
of fluid should be insisted on. Hexamethylen is of 
doubtful value although in some instances, if given 
in large doses, it seems to be beneficial. In other 
cases it causes increased frequency and disturbs 


the stomach. In cases of fever, hot packs once or 
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twice daily are of the greatest value. It should 
be remembered, also, that every case of urinary 
infection, no matter how temporary, must have a 
focus of infection and such a focus should be found 
and removed. 

PROSTATIC OBSTRUCTION 


Patients are often observed by the urologist who 


have been treated by the general practitioner for 


prostatic obstruction, but in whom frank carcinoma 
of the prostate, evident on rectal examination, has 
been overlooked. It is evident that the common oc- 
currence of proststic malignancy is not generally 
appreciated. As a rule, the firm, nodular, irregu- 
lar gland is easily recognized on rectal palpation, 
and a special knowledge of urology should not be 
necessary to differentiate hypertrophy and carci- 
noma. It should be unnecessary to repeat that 
rectal palpation is routinely necessary in the adult 
male who has symptoms of disease in the urinary 
tract. It is surprising how often patients are ob- 
served who have had a recent prostatectomy else- 
where in whom rectal palpation reveals a diffuse 
recurring carcinoma of the prostate which had been 
unrecognized prior to operation and even at opera- 
tion. Needless to say, if carcinoma of the prostate 
exists, prostatectomy is rarely indicated. If rec- 
ognized early, great improvement and prolongation 
of life can be expected from thorough treatment 
by radium. 
PAIN WITH URETERAL OBSTRUCTION 

Another source of confusion is the recognition 
of abdominal pain caused by a lesion in the urinary 
tract. Unfortunately the radiation of pain caused 
by obstruction in the kidney and ureter, particular- 
ly of stone in the lower ureter where the pain is 
often localized to the lower lateral abdominal quad- 
rant, is not always typical of renal involvement. 
When the stone is on the right side the symptoms 
are often confused with those of appendicitis. 
Many an innocent appendix has been sacrificed 
and the underlying condition unrecognized. It has 
been argued that it is better to sacrifice a normal 
appendix occasionally than to overlook a fulmina- 
ting appendicitis. In the absence of localized ten- 
derness, fever and high leukocyte count, however, 
delay would be justified at least until an examina- 
tion of the urine and possibly a roentgenogram of 
the urinary tract had been made. Another source 
of confusion is in the fact that symptoms simulat- 
ing acute intestinal obstruction are occasionally 
observed with an impacted stone in the ureter. 


- 
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The vomiting may not be so severe and the radia- 
tion of pain may not be typical of intestinal ob- 
struction, and if on urinalysis microscopic blood 
or pus is found, further investigation including 
roentgenograms and cystoscopy is indicated. 


RENAL STONE 


In the presence of stone in either the kidney or 
ureter, a single attack of pain seldom warrants sur- 
gical removal of the stone. It is now recognized 
that the majority of the urinary stones less than 
1 cm. in diameter will pass spontaneously. How- 
ever, it is well to know in what portion of the 
urinary tract the stone is situated, whether it is too 
large to pass spontaneously, whether there is acute 
secondary infection present, and whether there is 
impaction. One of the most alarming conditions 
resulting from impaction of stone in the ureter or 
When one kid- 
ney is thus acutely occluded there is often a reflex 
inhibition of secretion of the other kidney as well. 
As a result the amount of urine’secreted is reduced 
to a minimum and symptoms of uremia may soon 


renal pelvis is calcareous anuria. 


follow. Unless the condition is recognized at once 
and the stone removed, fatal complications rapidly 
result. Therefore, after repeated colics, or when 
pain continues over a period of several days to a 
week, further investigation including roentgeno- 
grams and cystoscopic examination is imperative. 
INSTRUMENTATION 

In certain acute conditions of the urinary tract, 
instrumentation is not well tolerated and unless 
skillfully done may result in serious complications. 
Fortunately fewer false passages are made since 
the steel catheter is used less and the filiform 
guide is used more. The family physician is often 
called on to treat the patient during an attack of 
acute urinary obstruction resulting from prostatic 
hypertrophy or stricture of the urethra. He is 
often not equipped with the proper instruments 
and makes repeated attempts to relieve the bladder 
with the catheters that he may have at hand. As a 
result there is considerable trauma and consequent 
infection of the urethra and prostate which is ex- 
tremely dangerous since the infection may be car- 
ried from the urethra into the blood stream and 
into the kidneys, often with fatal results. The phy- 
sician is placed in a quandary. The patient must 
be relieved and the physician is unable to introduce 
the catheter into the bladder and may be too far 
distant from the urologist to secure immediate as- 
sistance. Having the patient sit in hot water and 
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applying rectal suppositories and so forth may 
not alleviate the condition. In such cases supra- 
pubic drainage with local anesthesia would be ad- 
visable, rather than repeated attempts to catheterize 
the bladder. If the bladder is distended well above 
the pubis special precautions are necessary. This 
is true whether a catheter is successfully introduced 
into the urethra or whether suprapubic drainage is 
made. It is now generally recognized that sudden 
drainage of such bladders may result fatally. The 
bladder should be emptied gradually, preferably 
over a period of 24 hours, the catheter being al- 
lowed to remain in place during this time. 
CONCLUSIONS 

It would be impossible in a brief discussion 
such as this to consider all of the sources of con- 
fusion which may arise in the recognition of the 
various lesions of the urinary tract. My chief pur- 
pose is to emphasize the salient clinical data which 
would lead the practitioner to suspect the presence 
of malignancy, tuberculosis or lithiasis. It is evi- 
dent that early intelligent observation and advice 
of the general practitioner is of the greatest impor- 
tance to the patient suffering with disease involving 
the urinary tract; furthermore, that the early recog- 
nition of surgical conditions and co-operation with 
the urologist are large factors in the patient’s 
recovery. 


CONGENITAL HYPERTROPHIC PYLORIC 
STENOSIS 


ArtTHuR C. STRACHAUER, M.D. 


Professor of Surgery and Chief of the Department, 
University of Minnesota Medical School 


Minneapolis 


Congenital hypertrophic pyloric stenosis consists 
in a massive hypertrophy of the circular muscles of 
the pylorus causing a true stenosis of the pyloric 
canal and a mechanical obstruction to the outlet of 
the stomach. This massive hypertrophy of the cir- 
cular musculature results in the devolpment of a 
non-inflammatory, sharply defined pyloric tumor 
mass of unknown etiology, measuring from three- 


quarters of an inch to an inch or more in length 
and from five-sixteenths to seven-sixteenths of an 
inch in diameter, being of a firm, nearly cartilag- 
inous consistency, covered with smooth, glistening 
peritoneum free from adhesions, and having a whit- 
ish, pale color as compared with the rest of the 
stomach and duodenum. This lesion has been ob- 





served in a seven months’ fetus, and on a number 
of occasions in the still-born, and would, therefore, 
seem to be a developmental overgrowth. As a re- 
sult of this tumor formation, the pyloric canal 
becomes greatly lengthened and stenosed, in itself 
producing a mechanical obstruction, in addition to 
which the very bulk of the tumor mass constitutes 
a further impediment. 


While a spastic contraction of the pyloric muscles 
may at times operate to increase the degree of the 
obstruction, the lesion of congenital hypertrophic 
pyloric obstruction should not be confused with 
pyloric spasm, which latter is a functional and 
temporary phenomenon, usually yielding to appro- 
priate medical treatment and management. 

In addition to the pyloric hypertrophy, careful 
examination in some cases has shown definite hyper- 
trophy of the musculature of the stomach, the cardia 
and lower portion of the esophagus. Secondary to 
the obstruction a gastric dilatation with atony and 
a gastritis commonly develops, the degree depend- 
ing upon the duration of the obstruction. 

The condition occurs most frequently in male, 
breast-fed infants, the symptoms beginning at the 
end of the second week of life and becoming alarm- 
ing by the third week. Cases referred to the pedia- 
trician and surgeon are seen most frequently at the 
fourth and fifth week. The picture presented is that 
of a robust, well-nourished infant suddenly develop- 
ing symptoms of “shooting,” “explosive” vomiting. 
This vomiting is continuous after each meal. With 
obstruction and vomiting follow the symptoms of 
dehydration and acidosis, scanty urine, the absence 

of stools or the presence of small, meconium-like 
stools consisting of bile and mucus, and rapidly 
progressing loss of weight. These little folks 
shrivel up, the skin becoming dry and inelastic. 
Either subnormal temperature or fever may- be 
Visible gastric peristalsis is a common 
and important finding. This peristalsis is at times 
so vigorous and prominent as to be observed by the 


present. 


In one such instance the mother, mainly 
on this finding, became alarmed and brought the 
infant from a distance out of town to the hospital. 

On palpation of the abdomen there is usually 
absence of tonic or clonic spasticity of the abdomi- 


mother. 


nal musculature, that is, absence of muscle rigidity 
and spasm. Downes considers the palpation of the 
pyloric tumor in the upper right quadrant of the 
abdomen of the greatest importance. He states that 
by emptying the stomach of gas by passing a tube 












Fig. 1. Cross section of normal pylorus, magnified 5 
times. 


and relaxing the child by giving the bottle, the 
pyloric tumor can be palpated in practically every 
case. This has not obtained in our experience, and 
the clinical picture has been so definite that pal- 
pation of the tumor has not been necessary for pur- 
poses of diagnosis. The roentgen-ray examination 
of the stomach has been employed to ascertain the 
degree of pyloric obstruction and meal retention. 
Strauss considers a seventy per cent four hour re- 
tention, in addition to the other symptoms, an indi- 
cation for surgery. The degree of gastric retention 
may be determined by aspiration through a stomach 
tube. While we have made these roentgen-ray ex- 
aminations, we have not found them helpful or 
necessary, the clinical picture being so definite and 
reliable. In fact, the roentgen-ray study may be 
confusing and in itself does not help to differentiate 
between pyloric stenosis and spasm. 


There is no field of surgical endeavor in which 
intimate co-operation between the physician and 
surgeon is more important than in the surgery of 
infancy, and much of the success which I have 
achieved has been due to the sharing of the respon- 
sibility for the patient while in the operating room 
and to the very skilful pre-operative and post-opera- 
tive care by the pediatrician. Likewise, in my series 
of cases the selection of the surgical cases and 
recommendation for surgery has been made by the 
pediatrician. In this connection it should be stated 
that there have been no diagnostic errors. The 
medical treatment should not be persisted in until 
inanition and dehydration have progressed to such a 
degree that death is imminent and the patient then 
be brought to the surgeon. Nevertheless, by filling 
these little folks up with fluids, subcutaneously and 
by enteroclysis, sufficient improvement can be ob- 
tained to permit of successful operative correction. 

In the early efforts at surgical treatment of con- 
genital hypertrophic pyloric stenosis, pylorectomy 
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trophied pyloric stenosis, magnified 5 times. 





and pyloroplasty were practiced, with a resulting 
prohibitive operative mortality. Divulsion of the 
pylorus, or the so-called Loreta operation, by the 
introduction of dilators through a small gastrot- 
omy, while not so dangerous, did not, in the ma- 
jority of cases, give the desired relief from the 
obstruction. Anterior or posterior gastroenterostomy 
performed with a jejunum the size of a clothes-line 
and a small infant stomach, is an extremely difficult, 
hazardous undertaking. The successful cases were 
in the main, however, fairly satisfactory, but the 
operation was attended by a mortality approximat- 
ing 33.3 per cent, and the evidence at hand is to the 
effect that while the lesion was relieved it was not 


cured. 

Fredet, a Frenchman, practiced submucous pylo- 
roplasty by making a longitudinal incision down 
to the mucosa and then performing transverse su- 
turing of the longitudinal incision. Rammstedt 
performed a longitudinal submucous pyloroplasty 
without any suturing, and this latter operation has 
become the operation of choice, in that it is simple, 
can be rapidly performed, gives complete relief, 
and is an extremely safe procedure. 

Immediately prior to the beginning of the opera- 
tion, the stomach tube should be passed to empty 
the stomach of gas and any contents that may be 
present. The operation should be performed 
through a short, upper right rectus or paramedial 
incision just long enough to permit of the delivery 
of the pyloric tumor and so short as to prevent 
evisceration. An incision an inch and a half long 
usually suffices. In the ideally performed opera- 
tion not even a single loop of intestine should es- 





Fig. 2. Cross section of pylorus in case of hyper- 
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cape from the abdominal cavity. The exposure in- 
cident to the protrusion of such loops of bowel and 
the manipulation necessary to their reduction and 
return to the abdominal cavity is one of the most 
important factors in the production of shock. With 
the pyloric tumor held between the thumb and in- 
dex finger of the operator’s left hand, a longitudinal 
incision is made through the muscles the entire 
length of the pyloric tumor. The upper surface 
of the pylorus being relatively free from larger 
blood vessels is selected for the site of the incision. 
Upon the exposure of a portion of the mucosa by 
incision, the remainder of the liberation of the mu- 
cosa is performed bluntly, by using the handle of 
the scalpel and by spreading with blunt forceps to 
avoid perforation of the mucous membrane, which 
is most thin and delicate, particularly at the duo- 
denal portion. Personally, I have found a curved 
Carmault hemostat most satisfactory for this spread- 
ing. The mucosa is freely liberated at the depth of 
the incision, which must extend well on to the stom- 
ach beyond the pylorus and likewise into the duo- 
denum. This liberation must be absolutely com- 
plete, otherwise a few undivided fibres may act like 
an obstructing ligature. All bleeders are sutured, 
and a free portion of the omentum is sutured to the 
upper margin of the incision to protect the raw 
areas from becoming adherent to the liver or other 
adjacent structures, such an occurrence having pro- 
duced postoperative obstruction with death. The 
pylorus is now returned to the peritoneal cavity, and 
the wound rapidly closed in layers, a generous num- 
ber of through and through stay sutures being in- 
serted, as these emaciated infants lack normal pow- 
ers of repair and healing. 


The operation should be rapidly and delicately 
performed, with minimal traumatization to the in- 
fant. The surroundings attending the operation on 
these extremely extra-hazardous cases should be 
ideal in every detail. A trained surgical team is 
indispensable to smooth and rapid work. The op- 
eration may be very satisfactorily performed under 
local anesthesia, but we have found ether as ad- 
ministered by a skilful anesthetist, familiar with 
the requirements of pediatric surgery, less time con- 
suming and most satisfactory. The quantity of 
ether used and the duration of the anesthetic is kept 
down to the minimum, the anesthetic not being 
tarted until absolutely everything is in readiness 
for the operation and stopped at the earliest possi- 
ble moment. Under such conditions the operation 
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Fig. 3. Rammstedt Operation: Illustration a, show- 
ing longitudinal incision through the pyloric tumor 
mass. The hypertrophied circular muscles have been 
divided and spread, showing the liberated mucosa of 
the pyloric canal below. 

lllustration b, omental flap sutured over the Ramm- 
stedt incision to prevent objectional adhesions to the 
liver or other near-by structures. 

Illustration c, cross section of pyloric tumor mass. 
Division of the circular muscles results in retraction 
in the direction shown by arrows, with subsequent 
atrophy and permanent disappearance of the pyloric “ 
tumor mass. The encroachment on the pyloric canal 
by infolding of its mucosa is immediately relieved. 
from the time of the making of the incision to the 
completion of the suturing of the skin has been per- 
formed in fourteen minutes. 

The temperature of the operating room should be 
80 degrees F., or higher. All drafts are excluded 
from the room. The child is wrapped in cotton 
batting, surrounded by hot water bottles, and care- 
fully fastened to the operating table. Scrupulous 
attention to the smallest details is essential to suc- 
For example, the temperature of the hot nor- 
mal saline solution employed for the hot abdominal 
packs and compresses is maintained at 110 degrees 
F. by thermometer reading in the solution, thus 
avoiding the shock produced by either too hot or 
too cold temperatures. Even the alcohol used for 
preparing the abdomen is warmed. The attention 
to hemostasis is most important. Infants do not 
withstand the loss of blood at all well, even in small 
Hemorrhage with these little ones is 
synonymous with shock. 


Following the operation the child is wrapped in 


cess. 


amounts. 
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warmed blankets and taken to its crib, which has 
been thoroughly heated by a number of hot water 
bottles. Feedings are promptly begun, in three to 
four hours, after the operation. In my series of 
cases the pediatrician has directed practically all of 
the postoperative care except the actual care of the 
wound. A highly trained and experienced pedia- 
tric nurse is invaluable during the postoperative 
and convalescent period. 


The Rammstedt operation is indicated in practi- 
cally all cases of congenital hypertrophic pyloric 
stenosis which have not responded to medical treat- 
ment and management. The preoperative and post- 
operative treatment as outlined is absolutely essen- 
tial to success and is equally important to the op- 
erative intervention. The Rammstedt operation not 
alone relieves the immediate obstruction but perma- 
nently cures the lesion, as confirmed by autopsy 
findings in patients dying in six months to one and 
a half years following operation, death being due to 
other conditions, as pneumonia, etc.; the examina- 
tions showed no trace of the former pyloric tumor, 
the pylorus, in each case, being normal in every re- 
spect, the only findings being light omental adhe- 
sions at the site of the scar. The division, as per- 
formed in the Rammstedt operation, of the circular 
muscles surrounding the pylorus like a ring, results 
in a retraction of the muscles with a resultant per- 
manent disuse atrophy. In contradistinction to this, 
roentgen-ray pictures taken in two cases of gas- 
troenterostomy performed for congenital hypertro- 
phic stenosis showed all of the barium passing 
through the gastroenterostomy openings thirteen and 
fourteen years after the performance of the opera- 
tion, proving that the pyloric obstruction had con- 
tinued. 
likewise demonstrated the presence of the tumor 
years after the performance of gastroenterostomy in 
a number of cases collected by Holt. 

The clinical picture of congenital hypertrophic 
pyloric stenosis is so definite and clear-cut that the 
diagnosis can practically always be made without 
recourse to laboratory, roentgen-ray, or other spe- 
cial examinations. Early recognition and the 
prompt institution of appropriate treatment are 
most important, as the disease, in those cases which 
terminate fatally unless prevented by operative in- 
tervention, runs a very rapid and short course. 


Subsequent operation or necropsy has 


CASE REPORTS 


In the following case reports it is to be noted 
that only one patient is a female. 
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Fig. 4. Photograph of nurse’s chart in Case 10. Note 
loss of weight from the 9th to the 17th of May, under 
medical management. Rammstedt operation performed 
May 18th, followed by cessation of vomiting and the 
establishment of normal stools. The gain in weight 
was immediate. The gain in weight from May 17th to 
18th was due to the fluids by hypodermoclysis. 





Case 1. Baby girl H. N. Breast-fed. Projectile vomit- 
ing; obstipation; vigorous visible gastric peristalsis. Ramm- 
stedt operation, June 20, 1919. Uneventful recovery. 

Case 2. Baby boy W. C.; age, 6% weeks. Weight at 
birth, 8 pounds. Breast-fed every four hours. Patient 
began vomiting ten days ago; projectile in character. Vis- 
ible gastric peristalsis. Last bowel movement five days age. 
X-ray study shows marked peristalsis over stomach with 
practically no barium passing through pylorus. Ramm- 
stedt operation, Feb. 9, 1920. Uneventful recovery. 

Case 3. Baby boy P. W.; age, 7 weeks. Projectile 
vomiting; absence of stools; visible vigorous peristalsis; 
extreme emaciation and dehydration. Rammstedt opera- 
tion, July, 1920. Uneventful recovery. 

Case 4. Baby boy S. University Hospital (20076). 
Rammstedt operation for typical case of hypertrophic py- 
loric stenosis, Nov. 1, 1920. Recovery and immediate in- 
crease in weight. 

Case 5. Baby boy R. B.; age, 4 weeks. Weight at birth. 
9 pounds. Breast-fed. Projectile vomiting, 3 to 4 feet 
from child. Visible peristaltic waves. Rammstedt opera- 
tion, February 16, 1921. Weight at operation, 3400 grams. 
Weight on March 20, 1921, 4000 grams. 

Case 6. Baby boy G. K.; age, 5 weeks. Only child; 
two weeks premature. Weight at birth, 5 pounds, 14 
ounces. Breast-fed. Began vomiting two weeks ago; 
projectile in type. Peristaltic waves visible over stomach. 
Rammistedt operation, March 31, 1921. At the age of six 
weeks weighed 6.3 pounds. Discharged April 11, weighing 
7.3 pounds. 

Case 7. Baby boy R. H.; age, 7 weeks. One month 
premature. Weight at birth, 5 pounds, 9 ounces. Breast- 
fed. Had jaundice three weeks ago. Practically no bowel 
movements even with enema in last week. Vomiting for 
last three weeks. Marked dehydration and emaciation. 
Prepared for operation. Rammstedt operation, June 24, 
1921, at 11 a. m. Patient died one hour later. 

Case 8. Baby boy A. R.; age, 2 weeks. Only child. 
Weight at birth, 9.3 pounds. Breast-fed. Began vomiting 
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one week ago; projectile vomiting lasting five days. Visi- 
ble peristalsis. X-ray study showed large, dilated stomach; 
pylorus obstructed. Paticnt markedly dehydrated on en- 


trance. Weight, 6.7 pounds at operation. Rammstedt 
operation, July 14, 1921. Uneventful recovery. Discharged 
two weeks later, having gained 615 grams. 

Case 9. Baby boy G. R. B.; age, 3 weeks. Weight at 
birth, 7 pounds. Weight on entrance to hospital, Decem- 
ber 10, 1921, 6 pounds, 6.5 ounces. Vumiting last week, 
projectile in character, lasting four days. Visible peristal- 
sis over stomach. Rammstedt operation, December 13, 
1921. Patient discharged December 25, 1921, weighing 6 
pounds, 14 ounces. 

Case 10. Baby boy R. S.; age, 7 weeks. Weight at 
birth, 7 pounds. Weight on entrance to hospital, May 18, 
1922, 5.5 pounds. Marked visible peristalsis. Projectile 
vomiting. Rammstedt aperation, May 18, 1922. Unevent- 
ful recovery. Weight, June 19, 7 pounds, 12 ounces. 

Case 11. Baby boy S. J.; age, 7 weeks. Weight at birth, 
10 pounds; on entrance to hospital, June 26, 1922, 8 
pounds, 1 ounce. Marked dehydration. Large peristaltic 
waves seen over stomach. Projectile vomiting. Rammstedt 
operation, June 28, 1922. Patient discharged on July 12 
weighing 9.7 pounds. 





Fig. 5. Photograph of Case 12. Increase of 5% 
pounds in seven weeks following operation. 


Case 12. Baby boy R. T.; age, 2 weeks. Weight at birth, 
9 pounds. Weight on entrance to hospital, June 28, 1922. 
8 pounds, 1 ounce. Complaints, vomiting and absence of 
bowel movements. Vomiting since June 23. Rammstedt 
operation. June 30, 1922. Patient discharged July 12, 
weighing 8.6 pounds. 

Case 13. Baby boy E. H.; age, 7 weeks. Weight at 
birth, 8 pounds; at four weeks weighed 11 pounds. Three 
weeks later weighed 7 pounds, 11 ounces, on date of oper- 
ation. Projectile vomiting; no bowel movements. Ramm- 
stedt operation, October 7, 1922. Uneventful recovery and 
increase in weight. 

Case 14. Baby boy T. D.; age, 3.5 weeks. Two weeks 
premature. Weight at birth, 6 pounds, 2.5 ounces. Pro- 
jectile vomiting, lasting ten days. Constipation. Visible 
gastric peristalsis. Weight on entrance, 5 pounds, 12 ounces. 
Rammstedt operation, October 6, 1922. Patient doing 
well; three normal stools on fifth day after operation. 

Case 15. Baby boy S.; age, 9 weeks. Admitted to Ab- 
bott Hospital at age of 3 weeks. Weight at birth, 7 pounds, 
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10 ounces. Weight on entrance, 8 pounds, 3.2 ounces. In 
hospital under medical treatment forty-one days, without 
improvement or weight increase. Rammstedt operation, 
October 21, 1922. Uneventful convalescence. Letter from 
mother, November 3, 1922, states that baby is symptom- 
free and gaining in weight. 

Case 16. Baby boy C. A.; age, 7 weeks. Admitted to 
the University Hospital, Oct. 27, 1922. Projectile vomiting 
and visible peristalsis. Weight 2830 grams. Medical man- 
agement, gastric lavage before feedings, unsuccessful. 
Rammstedt operation, November 1, 1922. Prompt cessation 
of vomiting; establishment of normal stools; uneventful 
recovery. 

The literature contains an occasional report of 
congenital hypertrophic pyloric stenosis in the 
adult. One such recent report was made before the 
American Surgical Association by Dr. John C. 
Oliver of Cincinnati, who successfully treated his 
case by the Rammstedt operation. The following 
case was operated upon by the writer at the Uni- 
versity Hospital. 

B. M., male, age 21 years; admitted to the Uni- 
versity Hospital November 2, 1916, on the verge 
of death from starvation. He was in such an ad- 
vanced state of emaciation and dehydration that he 
was unable to sit up, and could scarcely talk. The 
patient had been an undernourished, delicate child; 
the mother had difficulty in “bringing him up.” 
He had never been strong, and had “spells” of 
vomiting immediately after meals during his entire 
life. These had increased in frequency during the 
last twelve months, accompanied by great loss in 
weight. Some several years previously, following 
one such “spell,” his weakness was so great as to 
make walking difficult for him, and he was admitted 
to an osteopathic hospital, in Austin, Minnesota, 
under the diagnosis of “mild paralysis.” 

Following a preoperative preparation of hypo- 
dermoclysis and enteroclysis, he was operated upon 
under local anesthesia. The pylorus was occupied 
by a firm, whitish, glistening tumor mass of car- 
tilaginous consistency and free from any adhesions. 
This tumor mass was identical in every respect with 
the type found in congenital hypertrophic pyloric 
stenosis in infancy. The stomach was extremely di- 











Fig. 6. Photograph of Case 17. Emaciation and 
weakness so great that patient could neither stand 
nor sit up. 
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lated and atonic. A posterior gastroenterostomy 
was performed. An uneventful recovery followed, 
the patient gaining in weight and strength at an ex- 


tremely rapid rate, and was soon able to be up and 
walking. 
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DISCUSSION 

Dr. F. C. Roppa, Minneapolis: In the discussion of 
Dr. Strachauer’s very comprehensive paper I shall confine 
my remarks to emphasizing important points he has brought 
out. i 

Of the etiology of this strange disease, we know nothing. 
As to its incidence, I am inclined to think it is much great- 
er than we used to believe. We have always one or more 
of these cases under our care, and in discussing the subject 
with men who are engaged in general practice; I find there 
are a goodly number of these cases throughout the country 
all the time. 

Practitioners in the country may think that in cases of 
this kind they could make the diagnosis more readily if 
they had access to the x-ray and laboratory technique. But 
the fact of the matter is the clinical picture is unique and 
diagnosis may be made solely from observation. The x-ray 
has not been particularly valuable in our cases. You do 
not need a leucocyte count or anything else, but simple 
observation and the elicitation of a careful history. The 
clinical picture is this: a child born at full term, normal de- 
livery, breast-fed, doing nicely for about fourteen or sixteen 
days, then begins to vomit a small amount of food. Present- 
ly it vomits after every feeding. The vomiting becomes pro- 
jectile in type, and may be shot out of the mouth to a 
distance several feet from the baby’s mouth. The child 
vomits from one feeding to the other until practically no 
food is retained. This is quickly. followed by another train 
of symptoms which is the result of deficiency of food and 
water. There is a rapid loss of weight, oliguria, and little 
or no stools at all for periods of days. The child becomes 
very much dried out and dehydrated. If one looks carefully 
he will find, in addition to signs of dehydration, large 
peristaltic waves coming out under the left edge of the 
ribs and rolling across to the right. The peristaltic waves 
are not pathognomonic for pyloric stenosis, since they are 
often seen or found in pyloric spasm. But in the latter 
condition vomiting is not so persistent. Feeding may be 
returned for many meals or even days when there is relaxa- 
tion of spasm. These children do not lose so rapidly in 
weight, and they usually pass a reasonable quantity of 
urine and stool. 

A word or two about the preoperative and postoperative 
care which we feel is very important. 


After many years 
we have been able to outline a definite regimen for the 
care of these cases. The night before operation, it is our 
custom to give from eight to ten ounces of normal salt 
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solution subcutaneously. This is repeated at six o'clock 
the next morning, and through the night normal saline 
solution is given by enteroclysis. About four hours before 
operation, four or five ounces of water is given by gavage. 
By these measures we attempt to flood the system with 
water and get the child in the best shape to withstand the 
operation. 

Dr. Strachauer has emphasized the technique, and | 
would emphasize the importance of keeping the child warm 
and being given as little anesthetic as possible. We have 
not had a fatality in quite a large series of cases. 

As to postoperative treatment,. these babies need food 
and water. We begin to give them water as quickly as vom- 
iting has subsided after the anesthetic, as early as one hour. 
Beginning from two to three hours after operation we give 
small amounts of food. You would not feed a man who 
had been starving for a number of days a large quantity 
of food, you would give him small amounts. The same 
applies to these babies. We start with small amounts, one- 
half of an ounce every four hours, then an ounce, and gradu- 
ally increase the quantity as rapidly as the baby will tol- 
erate it. These babies will occasionally regurgitate a small 
amount of food. That does not mean that the operation is 
unsuccessful, but rather that the child has an enormously 
dilated stomach and some retention of food. 

Dr. J. T. Curistison, St. Paul. It seems eminently fit- 
ting that the pediatrician should be called upon to discuss 
the subject of hypertrophic pyloric stenosis, for after all 
it is he who really decides when the surgeon should or 
should not operate. Our good friend, Dr. Sedgwick, my- 
self and a number of others, in discusing this subject a 
few years ago and reporting our cases, thought it was not 
necessary to operate upon these children; that they could 
all be cured without recourse to surgery. At that time we 
really felt this was true. We were prone to divide these 
cases into two classes, pyloric spasm and pyloric stenosis, 
one on the right hand, and the other on the left, and if 
our case got well we decided it was pyloric spasm and not 
stenosis. If the child did not get well it was a bad steno- 
sis, and we were ill advised because we did not have it 
operated upon early enough. The more I see of these 
cases, the more I am inclined to believe that there is but 
little difference between pyloric spasm and pyloric stenosis, 
in so far as treatment is concerned. A casual observation 
of the child lying on the table shortly after feeding should 
enable one to make a diagnosis without difficulty. We are 
inclined to believe that enlargement of the pyloric end of 
the stomach is not so much a true hypertrophy as it is an 
edema. You can take these masses between your fingers 
and they feel like rubber, and after an incision has been 
made, if the surgeon will squeeze a little bit he will get a 
whole lot of fluid out of it and the thing soon shrinks. 

It is unnecessary for me to refer to the after-care of these 
children. After the decision has been reached for opera- 
tion, the most important thing is to conserve the strength 
of the child, and to avoid shock. Really, the surgery does 
not amount to so very much. A few hours after the opera- 
tion we begin to feed these babies. Some one has said that 
you can, if you are careful, palpate this tumor. I do not 
know whether I am careful or not, but I know that I can 
not do it. I can feel things, and nine times out of ten I 
am feeling the inner border of the liver, but when I stand 
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at the operating table and watch the surgeon open the 
abdomen, I am sure that is what I felt. It is necessary to 
feel these things, but the point is this: if you are going to 
do an operation on these children, do it early enough so 
that you will get prompt and good results. Do not let the 
child get into a condition of emaciation and dehydration, 
where it has lost anywhere from 30 to 50 per cent of its 
original weight, and expect it to come back. 

When you take one of these children and put it into a 
hospital, and feed it for a period of six or eight weeks, the 
parents get tired of it. If you can do an operation that 
takes from ten to fifteen minutes, and show them on the 
chart during the next forty-eight hours that the child’s 
weight is beginning to increase and it is retaining its food, 
they like that much better, and there will be no difficulty 
in getting consent to early operation. 

Dr. R. E. Farr, Minneapolis: I can subscribe to almost 
everything that has been said in relation to ‘this subject. 
However, I wish to emphasize some of the points that have 
been made. Dr. Strachauer surely included everything one 
could in the length of time he had for the reading of his 
paper. It seems to me that teamwork is absolutely essen- 
tial. As we look back over our early cases of hypertrophic 
pyloric stenosis the deaths we had were due to what Dr. 
Christison has called our attention to, namely, that we 
gave different things to carry these patients along until 
they were not fit for surgery. 

We have now a rather definite scheme for handling these 
cases and everybody is trained to do his part. In the first 
place, we arrange the operating table for the instruments; 
the surgeon sits at the left of the baby which lies on the 
arm table, which stands transversely to the operating table. 
The baby’s feet are attached to the operating table. The 
anesthetist sits down at the head and takes hold of the 
arms close to the shoulders and by making traction straight- 
ens the child out, and thus the child lies perfectly flat and 
cannot get away. 

I must differ with the reader of the paper in this respect, 
namely, I insist that there must be some good reason for 
giving general anesthesia to these children in this condi- 
tion. No one can study these cases without being con- 
vinced that local anesthesia requires less time than does 
general, as one may give local anesthesia to one of these 
babies in thirty seconds and begin the operation in two 
minutes. 

We make a transverse incision above the edge of the 
liver, so that we never see the intestines. The abdomen is 
opened without the child knowing it; a retractor is placed 
under the edge of the liver, and the liver forced up. You 
cannot palpate the pylorus before the abdomen is opened 
because the pylorus is directly back of the neck of the 
stomach. The stomach lies in front, but with the abdomen 
open one may reach directly back toward the spine and 
find the pylorus. A stitch is put through the upper edge 
of the incised pylorus and when the omentum appears the 
suture is carried through it and the wound is closed. 

I have frequently made the statement that this operation 
is no more difficult of performance from the purely tech- 
nical standpoint than is the operation of. circumcision in a 
small child. 

Dr. H. B. Sweetser, Minneapolis: I agree entirely with 
what Dr. Farr has said as regards the value of operating 
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under local anesthesia on these infants. I have given ether 
to an infant a few days old suffering from strangulated 
hernia, who almost succumbed; but when the ether was 
stopped, he promptly came back and the operation was 
completed without any further worry. On the other hand, 
I have seen an infant with pyloric obstruction die while 
the surgeon was waiting for ether relaxation. Unquestion- 
ably, there is danger from general ether anesthetic, al- 
though it is not great when given by an expert. But with 
local anesthesia one is independent of the anesthetizer, and 
is sure there will be no shock and that there will be per- 
fect relaxation. 


The preliminary treatment is very important. These in- 
fants are dehydrated, and fluid is very essential. Intro- 
duced into the peritoneal cavity it is quickly absorbed and 
the response is prompt. As for teamwork, the surgeon is 
really his own team, and can almost do the operation alone, 
or with only the nurses. If he is thinking right and work- 
ing skilfully, the assistant does nothing practically but hold 
the retractor when necessary. 

Dr. S. Amperc, Rochester: It is interesting to compare 
the discussion of this subject today with one I heard about 
two years ago in a pediatric society, as to whether opera- 
tion should be performed immediately after the diagnosis 
of hypertrophic pyloric stenosis, or of pylorospasm. [If 
operation is not performed at once it gives us a chance to 
treat these cases medically. It is true that in the vast 
majority of cases the Rammstedt operation is extremely 
simple, but I am sure Dr. Strachauer does not want to 
convey the impression that it is always a simple operation. 
I have seen children undergo operation at the hands of a 
skillful surgeon who had considerable difficulty in attempt- 
ing to get at the pylorus on account of its not presenting 
properly on incision. 

A case was observed recently at Rochester which illus- 
trates the possibility of abnormal conditions very well. 
There was a history of projectile vomiting within the first 
week after birth. The child, now four years of age, was 
able to retain some food. At times peristaltic waves could 
be seen from left to right, and an obstruction was shown 
by the roentgen ray. At operation the intestines were found 
matted together, which caused obstruction of the duodenum 
at times. 

So far as the technic is concerned, I may say that occa 
sionally when these little patients are brought to us in a 
precarious condition we give transfusion before operation, 
with very good results. 


Dr. A. C. StracHAver, Minneapolis (closing): I want 


to thank the gentlemen for the interesting and profitable 
discussion of my paper. 


General anesthesia for the surgery of infancy, when prop- 
erly administered, is extremely satisfactory, and in my 


personal experience more so than local anesthesia. Wher 
I referred to a trained, skillful anesthetist and one familiar 
with the surgery of infancy I meant just what I said. If 
the anesthetic be intrusted to an inexperienced anesthetist, 
mishaps, and even fatalities, will probably occur. Of the 
17 cases of hypertrophic pyloric stenosis which I here re- 
ported, there were no deaths attributable to the anesthetic, 
and general anesthesia was employed in the majority of the 
cases. In the entire series there was only one death, in the 





138 NERVE BLOCK ANESTHESIA IN GENERAL SURGERY 


case of an extremely emaciated, dehydrated infant in ex- 
tremis. In a rather large experience in the surgery of 
infancy, including a series of cases of cerebral hemorrhage 
in the newborn, all operated within the first week follow- 
ing birth, in which large osteoplastic craniotomies were 
performed and subdural blood clots evacuated, general 
anesthesia was employed in each instance without a single 
fatality. 

Most of the cases of hypertrophic pyloric stenosis which 
| reported were in extremely bad physical condition, many 
of them coming a considerable distance from the neighbor- 
ing states, with body weight down to 4.5 pounds. 

It is of interest to note that, of the seventeen cases, in 
only one instance was the patient a female. 

In the preparation of dehydrated infants for other types 
of surgery we put normal salt solution into the peritoneal! 
cavity, but prefer hypodermoclysis for the abdominal cases. 

Regarding Dr. Christison’s belief that the difference in 
the pathology of pyloric spasm and pyloric stenosis is 
slight, I wish to call your attention to the specimens passed 
around, which showed one hundred per cent increase in 
the thickness of the circular musculature in the cases of 
pyloric stenosis. Dr. Scammon, of our anatomical depart- 
ment and one of the leading authorities in the country on 


the anatomy of the fetus, infant and child, states, after 
special investigation of the histology of the pylorus in these 
cases, that there is a definite and true hypertrophy of the 
circular musculature. 

Dr. Farr stated that the Rammstedt operation is no move 
dificult of performance than a circumcision. He is. of 
course, speaking for himself, but I surely do not want this 
audience, particularly the younger men, to go away with this 
conception. Surgeons do not all possess the same degree 
of skill or ability, but speaking for myself I must say that 
1 feel a great responsibility when operating upon these 
emaciated, dehydrated infants, weighing as little as 45 
pounds. I have accidentally perforated the mucosa, which 
fortunately I was able to successfully close. These cases 
are hazardous risks, and my experience agrees with the 
Mayo Clinic, as stated by Dr. Amberg, to the effect that 
these cases may be extremely difficult. 

Congenital hypertrophic pyloric stenosis is a real condi- 
tion and requires the institution of prompt and appropriate 
treatment. 

Dr. John Thomson, of Edinburgh, in a very interesting 
article, reports his experience with these cases at the Royal 
Hospital for Sick Children. Of 54 cases treated medically, 
26, or 48 per cent, recovered; 28, or 52 per cent. died. 





THE USE OF PARAVERTEBRAL NERVE BLOCK 
ANESTHESIA IN GENERAL SURGERY* 


WituiaM R. MEEKER, M.D. 
Section on Anesthesia, Division of Surgery, 
Mayo Clinic, Rochester, Minnesota 


Freedom from pain without disturbance of con- 
sciousness may be produced either by the action of 
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an anesthetic solution on the terminal filaments or 
end organs of sensory nerves, or by the action of 
a similar agent on any point of the nerve trunk in 
its course from the periphery, but still outside of 
the spinal canal. Thus, for example (Fig. 1) a 
benign tumor of the abdominal wall may be ren- 
dered insensible by locally injecting an anesthetic 
solution into the skin and underlying tissues at the 
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Fig. 1. 


*Presented before the fifty-fourth annual session of 
the Minnesota State Medical Association, Minneapolis, 
Minnesota, October 12-13, 1922. 


This is infiltration anesthesia, 
terminal or peripheral infiltration, and was the first 


site of the incision. 
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Fig. 2. Anesthetic procedures as related to the type 
of sensory innervation of the operative field. (a) 
divergent type of innervation. (b) parallel form of 
innervation. (c) convergent type. 


(d) isthmic types 
of nerve distribution. 


(Modified from Hartel.) 

form of local anesthesia to be practiced. A some- 
what larger area may also be anesthetized by sur- 
rounding the tumor with a wall of anesthetic fluid. 
if the tumor is located near the median line, or, if 
located farther to the side, by intersecting the nerve 
trunks proximally with a wall of anesthetic fluid on 
one side only. Such a procedure is known as field 
block.** By this method no anesthetic fluid is in- 
jected into the operative field proper. The essential 
feature of technic here is the even distribution of 
anesthetic solution in the same plane, and in such 
a manner that a perfect wall of fluid has been pro- 
jected, so that at no place in the wall may a nerve 
filament pass to the operative field unanesthetized. 

Anesthesia may also be produced by the injec- 
tion of the single large nerve trunks distributing 
to the operative field (Fig. 1). Spinal nerves may 
be injected at their points of emergence from the 
spinal canal at the intervertebral foramina, a pro- 
cedure known as paravertebral nerve block, peri- 
spinal and segmental anesthesia. A wall of anes: 
thetic solution is not employed here. By making 
use of the constant relationship of the large nerve 
trunks to bony prominences the needle may be ad- 
vanced within such proximity to the nerve trunks 
that a single paraneural injection of sufficient 
amount will include the nerve trunk in the area of 
diffusion through the contiguous tissues. 

In order successfully to practice local anesthesia 
it becomes necessary to know the main distribution, 
especially of the pain-conducting nerves throughout 
the body. With the extent of the operative field and 
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manner of operating determined, the choice of local 
anesthesia technic will depend on the course and 
distribution of the sensory nerves of the area. In- 
filtration of the operative field may be practiced 
in most areas of the body, but it is usually necessary 
for the surgeon to inject during the course of the 
operation unless the operative field is small and 
superficially located. Infiltration of septic fields, 
malignant tissues and areas of greatly lowered 
vitality should also not be practiced because of the 
possible spread of infection, or dissemination of 
malignant cells, and occasional interference with 
healing. 

In many cases, if the anesthesia is to be com- 
pleted before the operative work begins, field block 
or nerve block methods are best employed. The 
ease of accessibility of the larger nerve trunks and 
the type of sensory innervation of the operative field 
may be the deciding factors between these two pro- 
cedures. The nerves of the field may all diverge 
toward different routes (Fig. 2, a) as in the scalp 
and median line of the upper chest and back. This 
may be termed the divergent type (Hartel) and is 
usually better adapted to circular field block. The 
nerves may leave the operating field more or less 
parallel to each other for a considerable distance 
(Fig. 2, b), preserving the metameric origin as in 
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the lower intercostals of the chest and abdomen. 
































Field block may be induced in such an area by the T 
projection of a wall of fluid on one side only inter- vice 
secting the parallel course of the nerve trunks. rou 
All nerves from the field may converge to the same 7 
trunk, as in Figure 2, c, a good example of which par 
is the trigeminus nerve. This convergent type is rai: 
often more easily anesthetized by block of the single cal 
large trunk. Another type is seen in the distribu- (Fi 
tion of the nerves of the larger plexuses of the body, pat 
particularly the brachial plexus. Here the nerves boc 
may leave the field more or less parallel and con- of | 
tinue in this manner to converge and unite with al 
each other at a certain point in their course and the 
it 1 
pol 
epi 
y 7 
tio 
| 
Fig. 5. Cervical plexus block, posterior route. the 
(Modified from Pauchet.) the 
Lawen,** ** ** Kappis,** ** Kronig,”* Siegel,** ** ** — 
Pauchet,*” Farr,’ '’*' Allen,’ and others. As a 
result of this work its practical value and the pos- 
sible extent to which it promises to replace other 
methods of anesthesia have been definitely de- 
termined. It is, therefore, with a consideration of 
the limitations in technic and actual value of para- 
vertebral nerve block as applied to all spinal nerves 
that this paper is chiefly concerned. 
Vectebral arte 
i . gulax ve 
e 
Fig. 4. Anesthesia resulting from paravertebral in- — 
9 te lg the cervical plexus. (Modified from Cun- uecnecleude 
again diverge before entering the spinal canal, thus 
resembling the form of an isthmus (Fig. 2, d). This 
type of sensory innervation may also be well adapt- 
ed to nerve block at some point along the isthmus. 
Constant efforts to widen the scope of operations 
capable of being performed under local anesthesia 
have gradually evolved the newer method of para- ps 
vertebral nerve block which has been applied to all A 
spinal nerves. While this procedure was first prac- ii) 
ticed by Sellheim in 1905, only during the last - 
decade has the method been exhaustively studied ,¢" i, %,,Cross section through the neck, at the level 
by such men as Braun,” %,4 Finsterer,'*: 14 15, 16 rae = ecueenes, —_— direct methods. (Modi- c 






















CERVICAL PLEXUS BLOCK 


There are three avenues of approach to the cer- 
vical plexus, the posterior route, the lateral direct 
route, and the lateral oblique route. 

The posterior route (Danis) is similar to thoracic 
paravertebral nerve block. 
raised opposite the second, third, and fourth cervi- 


Dermal wheals are 


cal spinous processes and 2 cm. from the middle line 
(Fig. 5). A needle is then advanced in a direction 
parallel to the median longitudinal plane of the 
body until its point impinges on the lateral masses 
of the vertebra. It is then withdrawn and reinserted 
a little more obliquely outward. The needle may 
then be felt to pass the lateral masses, after which 
it is advanced at least’a centimeter deeper. At this 
point an injection of 5 to 8 c.c. of 1 per cent procain- 
epinephrin solution is injected while the needle is 
moved somewhat to and fro. Three similar injec- 
tions on each side are made in this manner (Fig. 5). 

By the lateral direct method (Heidenhain-Braun) 
the needle is introduced from the side directly on 
the transverse processes in a plane parallel to the 










» & mastoid poocess-~|7 


vectebral exrtety———=- 


Cevotad tubercle. .4 











_ Fig. 7. Lateral view of cervical vertebrae, show- 
ing the relation of transverse processes to the tip of 
the mastoid and carotid tubercle. (Modified from 
Campbell.) 
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Fig. Cervical plexus block, lateral direct method. 
(Modifie d from Pauchet.) 


cervical column (Fig. 6). With the patient lyinx 
on his back, and head tilted to the opposite side, the 
tip of the mastoid process and carotid tubercle 
(Chassaignac) are palpated. A line connecting 
these two points lies over the cervical trans- 
The carotid tubercle may 
not be palpable, in which case the row of transverse 
processes may usually be recognized by rolling the 
tissues around and exerting gentle pressure at the 


same time. A dermal wheal (Fig. 8, a) is raised at 


verse processes (Fig. 7). 


a finger’s breadth below the mastoid process, which 
is ordinarily on a level with the angle of the jaw. 
Another wheal (Fig. 8, b) is located on the imagi- 
nary line connecting mastoid process and carotid 
tubercle and on a level with the superior cornu of 
the thyroid cartilage. Through these two wheals 
needles are advanced until contact is taken with 
transverse processes where 5 to 8 c.c. of 1 per cent 
solution is injected. The transverse processes of the 
third, fourth and fifth cervical vertebra are usually 
located through wheal b, and the second through 
wheal a. Besides the blocking of both sides in this 
manner, additional solution is distributed subfas- 
cially and subcutaneously in the same plane. The 
quantity of solution injected should rarely exceed 
25 c.c. for the deep injections and 15 c.c. for the 
superficial infiltration on each side, making a total 
of 80 c.c. of 1 per cent solution. 

In the lateral oblique method (author’s tech- 
nic), the transverse processes are also approached 
through the lateral plane, but from above obliquely 





142 NERVE BLOCK ANESTHESIA IN GENERAL SURGERY 


downward. With the patient in the thyroidectomy 
position and with the head rotated somewhat away 
from the operator (Fig. 9) the same landmarks are 
identified as in the lateral direct method. A dermal 
wheal (Fig 10, a) is then placed just below, and 
almost contiguous to, the tip of the mastoid process. 
Wheals (Fig. 10, b and c) are then raised at dis- 
tances of 1 cm. below and in line with the carotid 
tubercle. The needle is then inserted at the highest 
wheal and advanced obliquely downward at an 
angle of 45 degrees with the median plane of the 
body, while the line of transverse processes is pal- 
pated with the left hand. When bony contact is 
sensed, an injection of 5 to 8 c.c. of procain-epi- 
nephrin solution is made, the needle being slowly 
withdrawn as the injection is concluded. Similar 


Fig. 9. Position of patient and operator in cervical 
plexus block by the lateral oblique method. 


injections are made at the tips of the third and 
fourth cervical transverse processes from wheals b 
and c, respectively. Subfascial fanwise injections 
are then made in the same plane,-so that at comple- 
tion a wall of anesthetic fluid extending from skin 
to transverse processes has been projected. The 
total amount of solution in this procedure is about 
70 to 80 c.c., as in the lateral direct method. 
Comparing the merits of the three methods, the 
posterior route is anatomically less accurate than 
the lateral routes. Landmarks are more difficult to 
recognize and a favorable position for the operator 
is tiresome to the patient. While there is no danger 


Fig. 10. Cervical plexus block, jotesat oblique meth- 
od. (a) mastoid wheal. (b) and (c) being located dis- 
tances of 1 cm. below. (d) marks the carotid tubercle. 


by this method of penetrating the intertransverse 
space and wounding the vertebral artery, or of pune- 
turing the dura, the jugular vein or carotid artery 
might be injured by advancing the needle too far. 
The depth to which the needle must be advanced 
after bony contact with the lateral masses will also 
vary in different cases, so that a considerable por- 
tion of the solution is distributed at too great a dis- 
tance from the nerve trunks and none of the solution 
by this method is deposited as close to the tips of 


Vertebral artery 
and veun 





Fig. 11. Lateral methods of cervical plexus block. 
By the direct method, on patient’s right, the danger 
of entering interspaces and injuring the vertebral ves- 
sels or cord is shown. By the oblique method, pa- 
tient’s left, there is no danger of such an accident. 
(Stippled areas on the left represent injected anes- 
thetic fluid.) 
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Posterior view of thoracic and 
showing relation of points of puncture to 


Fig. 12. 
skeleton, 
spinous processes at the different levels. (a) inter- 
spinous line of scapula in relation to the third thoracic 
spine. (b) line connecting inferior angles of scapulae 
in relation to seventh thoracic spine. (c) interiliac 
line marking the position of the fourth lumbar spine. 


lumbar 


the transverse processes as when the lateral methods 
are employed, factors which account for a more 
efficient anesthesia by the latter procedures. 

Of the two lateral methods, the oblique is to be 
preferred to the direct. An inspection of Fig. 17 
will show that the tips of the transverse processes 
are thin, rather sharp-edged, and that they slope 
downward at their terminations, offering rather poor 
surfaces of contact for the needle in the lateral 
direct technic. The needle may enter the intertrans- 
verse space (Fig. 11), injuring the vertebral artery 
or vein, or puncturing the dura,”* before bony con- 
tact has been felt, especially when the needle is ad- 


143 


vanced in an upward direction. When the needle 
is advanced obliquely downward, however, these 
accidents cannot occur, as the needle never enters 
the intertransverse space far enough to reach the 
vertebral vessels (Fig. 11). 

Bilateral cervical plexus block by the lateral 
oblique method has been repeatedly employed in 
thyroidectomy, resection of cervical and submaxil- 
lary glands, excision of branchial cysts and cervical 
laminectomy. It has been useful in laryngectomy, 
together with block of the superior and inferior 
laryngeal nerves, and deep infiltration of the sub- 
maxillary region. Unilateral block has been efficient 
in the operations on esophageal diverticula and in 
osteoplastic flaps in brain surgery. There have been 
no injuries to the vertebral vessels or cord and no 
functional disturbances of the vagus or phrenic 
nerves. 

THORACIC PARAVERTEBRAL NERVE BLOCK 

Numerous procedures have been proposed for 
blocking the thoracic nerves at their exits from the 
intervertebral foramina, all of which attempt to 
block these nerves close to the spine. It is at this 
point that the nerve lies at equal distances from the 
transverse processes and that the communicating 
sympathetic branches are given off to the sympa- 
thetic ganglia. The nerve at this point lies about 
2 cm. in front of the intertransverse space in the 
average adult. Points, 3.5 to 4 cm. from the median 
line and directly over the tips of the transverse proc- 
esses, costo-vertebral articulations or angles of the 
ribs, are selected for the initial insertion of the 
needle, 2nd marked by dermal wheals. 

In the selection of these points the spinous proc- 
esses are the only reliable landmarks, the ribs 
not being palpable. The relation of spinous proc- 


Fig. 13. Position of patient in bilateral thoracic 
paravertebral nerve block. 




















Fig. 14. Position of patient in unilateral paraverte- 
bral nerve block for nephrectomy. 


esses to these points of insertion is shown in Fig. 
12 by the transverse lines connecting each pair of 
corresponding points. It will be observed that the 
spine of the first thoracic vertebra lies even with the 
points of insertion over the angles of the second pair 
of ribs. From above downward this relation is 
almost the same for the second, third, and fourth 
spinous processes, and for the rib below, although 
spinous processes are longer and slant farther down- 
ward until the fifth, sixth, seventh, and eighth proc- 
esses mark the levels of interspaces. The original 
relation then tends to become re-established until 
the eleventh spine again marks the angle of the 
twelfth rib. The third thoracic spine may be recog- 
nized by a line connecting the spines of the scapulas, 
while the line connecting the inferior angles of the 
scapulas usually touches the seventh thoracic spine. 


For bilateral injections the patient is placed in 
the ventral decubitus position with a cushion under 
the chest, and head low, as for a laminectomy 
(Fig. 13). For unilateral injections the patient lies 
on the side opposite the one to be injected, with the 
back arched and hips flexed and with a pad under 
the loin (Fig. 14). These positions tend to accentu- 
ate bony prominences and widen the intercostal 
spaces. A point 4 cm. from the median line and 
directly over the costo-vertebral articulation as de- 
termined by the diagram in Fig. 12 is then marked 
by an intradermal wheal. A needle 8 to 10 cm. long 
is introduced to a depth of 4 or 5 cm., when bony 
contact is felt, at which position the needle touches 
either the rib, transverse process or costo-vertebral 
articulation. The needle is then withdrawn until its 
tip is just within the subcutaneous tissues and its 
direction changed so that it will pass medially and 
downward, the inclination varying from 25 to 45 
degrees outward and upward (Fig. 15). The needle 
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is thus advanced downward and inward across the 
intertransverse space and into the intercostal space 
about 2 cm. deeper than in the first position, when 
the point of the needle should lie close to the inter. 
vertebral foramen and between the external inter- 
costal muscle and the internal intercostal fascia 
(Fig. 16). After aspirating to determine that no 
blood comes from the needle, an injection of from 
5 to 8 c.c. of 1 per cent procain-epinephrin solution 
or from 10 to 15 c.c. of 0.5 per cent solution is made 
while the needle is moved somewhat to and fro in 
order to be sure that the nerve trunk is well bathed 
and to include the sympathetic communicating 
branch as well as the posterior branch (Fig. 15). 
This procedure is continued for the desired number 
of segments, then the corresponding nerves of the 
opposite side are injected in a similar manner. 
For paravertebral lumbar block essentially the 
same procedure is followed, although in this region 
anatomic conditions are somewhat different. The 
larger size of the vertebre and absence of ribs makes 
larger interspaces as compared with the thoracic 
region (Fig. 17). The nerve trunks are larger and 
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Fig. 15. Thoracic paravertebral nerve block. Cross 
section through the mid-thoracic region, showing 
needle in correct position for injection. Dark area 
represents injected anesthetic fluid. (Modified from 
Spalteholz.) 
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Fig. 16. Thoracic paravertebral nerve block. Sagit- 
tal section showing needle in correct position for in- 
jection in sixth and seventh interspaces. 
lie directly anterior to the intertransverse muscles 
and fascia. The muscles of the loin are thicker, 
giving a greater depth to the nerve trunks. The 
tips of the transverse processes are marked by der- 
mal wheals, also 3.5 to 4 cm. from the median line, 
and their position determined from the spinous 
processes as in the thoracic region. The lower mar- 
gin of the spine of the twelfth thoracic vertebra 
marks the transverse processes of the first lumbat 
vertebra. Progressing downward, the spines assume 
a higher position with regard to transverse processes 
of the vertebra below, until the fourth spine exactly 
marks the interspace. A line connecting the highest 
points of the iliac crests usually crosses the fourth 
lumbar spine. 

The needle, usually 8 to 10 cm. long, is inserted 
through a dermal wheal and advanced directly 


downward until it strikes the transverse process. 
It is withdrawn and the hub inclined 20 to 39 de- 
grees outward and downward. 


It is then advanced 
medially and upward passing the transverse process 
and continuing 1.5 to 2.5 cm. further where 8 io 
10 c.c. of 1 per cent or 10 to 15 c.c. of 0.5 per cent 
procain-adrenalin solution is injected while the 
needle is moved somewhat to and fro. This pro- 
cedure applies to all lumbar nerves except the fifth, 
in which case the needle passes below the fifth trans- 
verse process. When 0.5 percent solution is used, 
injections may be made both above and below the 


transverse processes, using only one-half the amount 
of solution, as when the needle passes on one side 
only. 

Thoracic paravertebral anesthesia has been found 
The same anesthesia 
Here 
0.5 per cent solution may be employed and injec- 
tions made both above and below each rib. It is 
not necessary to anesthetize intercostal nerves as 
the anterior divisions take no part in the innervation 


most useful in laminectomy.*® 
may also be used in the Hibbs operation. 


of the operative field. Thoraco-plastic work may 
also be performed by this method, although inter- 
costal anesthesia and local infiltration are satisfac- 
Unilateral tho- 
racic paravertebral, combined with brachial plexus 
block, also has a limited use in radical removal 
of the breast. Block of the ninth thoracic to third 
lumbar nerves is valuable in nephrectomy, although 


tory for most thoracic operations. 


there is often intolerable pain when the kidney is 
delivered, necessitating additional injections or a 
short general narcosis.” ** Bilateral paravertebral 
of the third, fourth, and fifth lumbar nerves is some- 
times added to transsacral nerve block in resections 
of cancers situated high in the rectum or rectosig- 
moid.*" 


It was originally hoped that in bilateral paraver- 
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Fig. 17. 
and nerves. 


Anatomic relations of lumbar vertebrae 
(Modified from Pauchet.) 











Fig. 18. 
dominal surgery, after Kronig and Siegel. 


Bilateral paravertebral anesthesia for ab- 


tebral nerve block a practical method of anesthesia 
for abdominal surgery had been evolved (Fig. 18). 
The work of Braun and Finsterer on this problem 
has been particularly thorough and comprehensive. 
After a complete trial these men have entirely aban- 
doned the method for abdominal operations.* *° 
The disadvantages seem to preponderate greatly 
over the advantages, and hence its adoption is not 
to be recommended. As is evident from the descrip- 
tion the technic is highly complicated, time-con- 
suming, and tedious, which is not in itself a dis- 
advantage, were it not for the fact that anesthesia 
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Fig. 19. Diagram illustrating different methods of 
approach in blocking sacral nerves. 
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is so often incomplete and never of the type of 
“abdominal silence” as in ether narcosis or spinal 
anesthesia.'’ For this reason the very few surgeons 
who still occasionally employ this method must of 
necessity induce deep preliminary morphin-scopo- 
lamin narcosis and often smooth over an insufficient 
nerve block anesthesia by local infiltration and “a 
few whiffs” of ether or nitrous-oxid-oxygen anal- 
gesia. The deep and by no means painless injections 
have to be made from several points of puncture. 
Often repeated search in the same interspace must 
be made, even in the hands of the most expert, mak- 
ing the procedure an extensive surgical operation 
in itself. The demands made on the psyche of the 
patient are comparatively severe, making the term 


TZ 
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Fig. 20. Sensory distribution of sacral nerves. 


9926 


rather a misnomer.®® The 
injections are not free from risk.” '*: *® Toxic symp- 


“shockless surgery 


toms are often manifested because of the large 
amount of solution employed,** °' which should 
serve as a warning note. In the experience in the 
Mayo Clinic bilateral paravertebral nerve block in 
abdominal surgery has been unsatisfactory and the 
contention that it is indicated in all abdominal sur- 
gery seems to be the result of rabid enthusiasm. 
The performance of any extensive abdominal 
operation under local anesthesia is beset with difh- 
culties in most cases. Such operations are best 
limited to those parts which are either in contact 
with the abdominal walls, or are readily accessible 
without undue manipulation or traction. When the 
diagnosis is obscure, when complete exploration is 
necessary, and in the presence of acute inflammation 
or extensive adhesions, local anesthesia should be 
attempted only in the presence of contraindications 
to general narcosis. The simpler operations, such 
as gastrostomy, gastrotomy, colostomy, gall-bladder 
drainage, and appendectomy, may be satisfactorily 
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performed under local infiltration when the patient 
is not too nervous and apprehensive, when the parts 
are easily accessible, and not. matted down by in- 
flammation or adhesions. As a rule all stout and 
obese patients, those with tense, rigid abdominal 
walls, a high costal margin, and acute costal angle 
are difficult to handle in any serious abdominal 
operation. On the other hand, in thin subjects with 
relaxed abdominal walls, flat chest anteroposterior- 
ly with wide costal angle, long mesenteries, and of 
a co-operative mental attitude, operations of con- 
siderable magnitude have been very satisfactorily 
performed in poor surgical risks under local infil- 
tration alone. The problem of anesthesia for ab- 
dominal operations in cases of poor surgical risks 
seems to be better solved by local infiltration or 
abdominal wall field block for the laparotomy, sup- 
plemented by a short first-stage ether or nitrous- 
oxid-oxygen anesthesia if needed for the intra- 
abdominal work. 
SACRAL NERVE BLOCK 

Block of the sacral nerves may be accomplished 
by the injection of an anesthetic solution (1) into 
the sacral canal, called epidural, sacral, extradural. 
or caudal anesthesia; (2) by paraneural injection 
of the nerve trunks at their exits from the anterior 
sacral foramina, called parasacral, presacral, and 
anterior sacral nerve block, and (3) by paraneu- 
ral injections into the posterior sacral foramina. 
called posterior sacral or transsacral nerve block 
(Fig 19). 

Lawen first succeeded in developing a method 
of sacral anesthesia dependable for operative 
work.** 5° He increased the anesthetic and pene- 
trating power of a 2 per cent novocain adrenalin 
solution by the addition of sodium bicarbonate. 
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3*- and 4* 
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3ony landmarks of the sacral hiatus. 


This injection is made with the patient lying on his 
abdomen, with a cushion under the hips, which 
elevates the buttocks and accentuates bony promi- 
nences. The index finger of the left hand then fol- 
lows the posterior surface of the coccyx’ upward 
until the sacral cornua are felt on either side. Some- 
what higher the fourth sacral spine (Fig. 21) may 
be palpated, marking the apex of the isosceles tri- 
angle, guardinz the entrance to the sacral canal. 
A dermal wheal is placed within this triangle and 
subcutaneous tissues and sacrococcygeal membrane 


infiltrated. A fine spinal puncture needle is intro- 


Dacrococcyges " 
Lugament -4- 


cei 
ea 


Fig. 22. Longitudinal section of lower sacrum and 
surrounding tissues showing technic of an epidural 
injection. 




















Fig. 23. Presacral nerve block, showing method of 
approach to the anterior sacral foramina. 


duced through the skin with bevel upward and at 
an angle of about 20 to 30 degrees. The needle 
will be felt to pierce a dense membrane, then strike 
the bone of the anterior wall. It is withdrawn 1 to 
2 mm., depressed 20 to 30 degrees farther until 
approximately parallel to the sacral canal, then 
advanced upward 3 or 4 cm. (Fig. 22). If blood 
or spinal fluid escapes on removing the stylet or 
on aspiration, the needle should be slightly with- 
drawn, or its position changed until these cease to 
flow. The injection of the solution is then made 
very slowly and gently, the needle being gradually 
withdrawn until at the completion of the injection 
the needle is just inside the sacrococcygeal mem- 
brane. 

The method of blocking the sacral nerves at their 
points of emergence from the anterior sacral fo- 
ramina is usually accredited to Braun. With the 
patient in the lithotomy position, two points of in- 
jection 1.5 to 2 cm. from the median line at the 
sacrococcygeal articulation are selected and dermal 
wheals raised. A longer needle is then introduced 
and the way is felt past the edge of the sacrum and 
along the anterior surface of the bone, parallel to 
the median line, to the height of the second sacral 
foramen (Fig. 23). The entire distance is injected 
with 20 c.c. of 1 per cent solution. The needle is 
then withdrawn and directed at an angle more an- 
teriorly toward the line of the innominate bone. It 
is advanced much deeper than before until it strikes 
the promontory of the sacrum close to the first 
sacral foramen, where 20 c.c. of solution are in- 
jected. The procedure is repeated on the opposite 
side, after which a final injection of 5 c.c. is made 
between the coccyx and rectum, 100 c.c. in all being 
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used. More recently 0.5 per cent solution has given 
better results, 100 c.c. usually being injected on 
each side. Braun makes the injections without the 
aid of a guiding finger in the rectum, but other 
operators usually determine the position of the 
needle in this manner. 

In transsacral nerve block the paraneural injec. 
tions are made through the posterior sacral foram. 
ina.** These foramina lie in the same straight line 
and are very nearly equidistant from each other, 
the distance decreasing from above downward (Fig. 
24). A dermal wheal placed just laterally and be- 
low the sacral cornu locates the sacral notch on the 
lower margin of the sacrum in which the fifth sacral 
nerve lies. Palpating the most prominent point of 
the posterior superior iliac spine with the left hand, 
another dermal wheal is placed 2.5 cm. medial and 
about 0.5 cm. downward, which marks the position 
of the second sacral foramen (Fig. 26). The space 
between this wheal and the first is divided into three 
equal parts by two more wheals. A fifth is then 
placed the same distance above the second and in 
the same straight line, which indicates the location 
of the first sacral foramen. 





PuPrare, 
‘ 42-— Ceude 














Fig. 24. Sacral portion of spinal meninges and 
sacral nerves in the epidural space. Sacral laminae 
have been removed. (a) interspinous line of ilium 
lying between first and second sacral foramina. (After 
Spalteholz.) 
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Search for the foramina is then made by advanc- 
ing the needle directly downward and somewhat 
inward in a direction thought to be perpendicular 
to the tangent of the sacrum at that point. It usually 
comes in contact with bone during the first few at- 
tempts, the distance from the skin to the posterior 
surface of the sacrum being estimated in this way. 
When, after repeated search, the needle seems to 
perforate a membrane, advance farther than before 
and still not encounter bony resistance, it has passed 
into the foramen. Greater inclination of the needle 
to the skin surface is necessary in searching for the 
highest foramina, due to the downward curvature 
of the sacrum and greater thickness of overlying 
The size of foramina and 
nerve trunks also decreases from above, downward, 


soft tissues (Fig. 27). 


necessitating the injection of larger amounts of so- 
lution in the higher foramina (Fig. 28). The quan- 
tity for each successive foramen is thus usually re- 
duced by 1 c.c., that is, 7, 6, 5, 4, and 3 c.c. for the 
first to the fifth foramina respectively. From 50 
to 70 c.c. of 1 per cent solution is sufficient for com- 
plete transsacral block. 

The choice of procedure in operations in which 
the sacral nerves supply the region is transsacral 
nerve block for the deeper and more extensive oper- 
ations and sacral injections in the more superficial. 
By the sacral method, operative anesthesia does not 
result in 10 to 15 per cent of cases, and when suc- 
A twenty- 
to thirty-minute delay for the onset of anesthesia is 


cessful, the height of anesthesia varies. 


also necessary, and the appearance of occasional 
toxic symptoms is a drawback. Its chief use at 
present is in minor surgery of the terminal rectum 


and perineum and in urologic manipulations.*' 
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and sacral cornu. 
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Parasacral anesthesia is tedious and difficult to 
attain, and complete anesthesia does not result as 
often as with the transsacral method. The passage 
of needles through the perineum is also accom- 
panied by danger of perforating the rectum. Infec- 
tion may also be spread by the needle punctures 
when a septic arc is traversed and the possible 
dissemination of cancer cells from secondarily in- 
volved perirectal }ymph glands in cancer of the rec- 
tum must be kept in mind. 

The combination of a very low sacral injection 
with transsacral block of the upper four sacral 
nerves has given uniformly satisfactory results. By 
this method the entire. pelvic floor and viscera are 
anesthetized. Resections of the carcinomatous rec- 
tum, amputations of the prolapsed rectum and plas- 
tic operations on the rectal sphincters, have been 
performed many times. Perineorrhaphies, trache- 
lorrhaphies, and the complete extirpation of the 
carcinomatous urethra are easily performed under 
this method of anesthesia, and with the addition of 
an abdominal wall field block for the suprapubic 
incision, resections of the bladder and prostatectomy 
have been repeatedly performed. 

From this tather limited consideration of para- 
vertebral nerve block it must be concluded that the 
value of the method varies greatly in different loca- 
tions along the vertebral column. The original idea 
of creating anesthetized segments corresponding to 
embryonic somites, often termed segmental or cross- 
sectional anesthesia, has not been realized, with re- 
gard to the thoracic and abdominal cavities and 
viscera. Kronig* and Siegel still employ the method, 
having used it in a large number of abdominal 





Fig. 26. Regional anatomy of sacral nerves and 
foramina. Cutaneous landmarks on right marking 
foramina. Note relation to posterior superior spine 


(Modified from Pauchet.) 
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Fig. 27. Median longitudinal section through female 
Rote the variable thickness of tissues overlying. the 
the different sacral foramina. (Modified from Pauchet) 
cases. Jones** of Seattle reported a small series of 
abdominal cases by this method in 1916. In 1917, 
Konrad of Kronig and Siegel’s Clinic in Freiburg 
attempted to introduce the method in the Boston 
City Hospital.2* More recently, Labat*® has at- 
tempted to revive the method. Considering the deep 
preliminary narcosis these men employ, and the 
many other features mentioned, influencing the suc- 
cess of local anesthesia in abdominal surgery, it is 
questionable whether in all of the cases cited by 
these men, the operations could not have been more 
safely and easily performed under local infiltration 
alone,*’ or with the addition of a small amount of 
ether or nitrous-oxid-oxygen as needed. The present 
tendency of surgeons of widest experience in local 
anesthesia is to abandon bilateral paravertebral 
nerve block for abdominal surgery.'* More recent 
investigations have been to interrupt conductivity 
in the splanchnic®: *°: *° nerves. This form of block 
anesthesia is still in its initial stages and it is not 
as yet possible to foretell whether there is likely to 
be any future in it as a practical method. 

CONCLUSIONS 

1. The local anesthesia technic for a given oper- 
ation should be planned with due consideration of 
the regional anatomy, nerve supply, and the extent 
and technic of the operative work. 

2. Paravertebral nerve block at all levels of the 
spine is difficult to produce, distressing and painful 
to most patients when preliminary narcosis is not 


employed, and usually requires a delay of about 
fifteen minutes before anesthesia is complete. 

3. The practical value of paravertebral nerve 
block is not the same at all levels of the spine. It 
is least satisfactory in abdominal surgery, where 
its use is never indicated. Compared with the pres. 
ent very efficient methods of local infiltration and 
general narcosis, paravertebral anesthesia for ab- 
dominal surgery in the experience of the Clinic has 
been an unsurgical procedure even in the hands of 
experts. 

4. In sacral perve block, the choice of procedure 
is the combination of a low epidural injection with 
transsacral block of the first, second, third, and 
fourth sacral nerves. This method is uniformly 
satisfactory in surgery of the pelvic floor and vis- 
cera. 

5. Cervical plexus block by the lateral oblique 
method gives satisfactory anesthesia in surgery of 
the neck, although it must be admitted that this re- 
gion is also well adapted to local infiltration. 

6. Thoracic paravertebral anesthesia is useful in 
laminectomy, the Hibbs operation, and _ thoracic 
operations. Lumbar paravertebral anesthesia is 
also valuable in laminectomy and in resections of 
the rectum. In nephrectomy, block of the ninth 
thoracic to third lumbar nerves is a practical pro- 
cedure. 


Fig. 28. Median longitudinal section of pelvis an- 
terior to sacrum and oblique longitudinal section 
through right sacral foramina. Note progressively 
decreasing length and diameter of the foramina from 
above downward and the decreasing sizes of nerve 
trunks. (Modified from Pauchet.) 





eas 


NERVE BLOCK ANESTHESIA IN 


7. While indifference on the part of surgeons 10. 
should not too greatly limit the field to which local 
anesthesia is entitled when properly handled, neither 
should enthusiasm too greatly extend it. The prob- 
lem of local anesthesia is not that of dealing a mor- 
tal blow to general narcosis in the entire field of 
surgery, but of being used jointly with general nar- 
cosis each in its proper sphere, always for the best 
interests of the patient. A biased exclusiveness to- 
ward one method or the other is to be guarded 
against, since the special indications must determine 
the choice of anesthesia in all cases. 


11. 
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Fig. 29 Oblique cross section through the first sacral foramina showing proper position of needles for 


injection into foramina. 
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DISCUSSION 


Dr. S. R. Maxerner, Minneapolis: 1 wish to compliment 
Dr. Meeker on his excellent paper, and I enjoyed very much 
hearing his talk on regional anesthesia. I have been par- 
ticularly interested in this field of anesthesia probably most 
because since about 1910 I have been associated with Dr. 
Farr. 

In 1911 we did some experimental work at the University 
on the cadaver. We worked up a large number of these 
paravertebral blocks, particularly with reference to the 
cervical, thoracic, lumbar and sacral regions. We also made 
blocks of the trigeminus by its various routes. We found 
that this was a difficult field and required a large amount 
of experience and carried with it a considerable number of 
failures. With this experience applied to the living subject. 
we began a large number of nerve block anesthesias and 
started the routine use of local anesthesia. At first, we 
had a considerable number of cases that had to be supple- 
mented by general anesthesia, but this number became 
smaller and smaller until at the present time the number of 
cases supplemented by general anesthesia is very small. 
although if we may draw conclusions from the work of 
Crile there is no contraindication to the use of a general 
anesthetic where local anesthesia is not 100 per cent success- 
ful. We feel that in cases in which local anesthesia is not 
100 per cent, probably the method itself is not at fault. 
but there is a defect in the technic of administering the 
anesthetic. We have found that by limiting paravertebral 
anesthesia to certain fields we have been much more 
successful. We have used paravertebral anesthesia in goiters 
and in all work upon the neck with 100 per cent success. 
Since 1910, when I became associated with Dr. Farr, we 
have had no goiters done except under. local anesthesia. 
and we have never added any ether or gas as a supple- 
mentary anesthetic in goiter. 

In the thorax we have had very much the same success. 
Blocking the intercostal nerves a little farther out than 
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the foramen is much easier than blocking at the foramen 
itself. We have chosen this method of blocking the nerves 
at a distance for work on the intercostal nerves where we 
do not wish anesthesia of the posterior branches. 
principle is applied to other regions. 

I agree with the speaker, that brachial anesthesia in work 
upon the upper extremity is particularly successful. How- 
ever, the infiltration block which Dr. Farr has described so 
many times is probably more applicable to certain regions. 
In the lower extremity we have repeatedly reduced Potts’ 
fractures and fractures of the tibia and fibula. We have 
amputated at the upper third of the thigh, not with the 
block close to the spine but with regional anesthesia, which 
anesthesia is between the site which the doctor has shown 
us and the site of the field of operation, in preference to 
blocking the various nerves at their exit. 

There is one other point which is particularly important, 
and that is, the anesthetist may well be the surgeon also. 
It is a good deal better for him to be at the side of the 
table than to try to do nerve blocking in the next room and 
have another surgeon perform the operation, who, perhaps, 
is not wholly aware of the limits of his field of anesthesia, 
and who keeps infringing on areas that have not been 
anesthetized. The anesthesia may not be 100 per cent, 
perhaps it is only 90 per cent, and the surgeon, who is not 
entirely sympathetic with the method, asks for the addition 
of ether. If, however, the anesthetist is also the surgeon he 
will reinforce the anesthesia by infiltration of the field of 

operation and complete the operation with 100 per cent 
success instead of a failure. 

Dr. R. E. Farr, Minneapolis: The essayist has given us 
an excellent description of this method of anesthesia, and 
1 am practically in accord with all that he says with regard 
to paravertebral anesthesia with the limitations that he 
placed on it. It gives me a great deal of pleasure to con- 
trast the method that Dr. Meeker presents to: us today with 
the attitude taken by his late teacher. Professor Labat, who, 
in opening the discussion on a paper in which I advocated 
infiltration anesthesia in 


The same 


infiltration 
block as the anesthesia par excellence, said that paraverte- 
bral anesthesia had no place there, and added in his beauti- 
ful French accent: “Infiltration anesthesia should be reserv- 
ed for those who do not. know their neural anatome.” But 
it shows, gentlemen, the trend of the times. It shows what 
is going on in the surgical mind in relation to lecal anes- 
thesia, the difference in the teaching of Dr. Meeker today 
and that offered by his instructor less than two years ago 
is, to my mind, the difference between the practical and 
the theoretical. If we use simple, easy and safe: methods, 
local anesthesia will be brought much earlier to the service 
of the patient. 

I may illustrate the ease with which methods of perform- 
ing abdominal surgery may be taught by citing the following 
instance: 

I had a gentleman from New York visit me within the 
last six months. He saw me do one gall-bladder operation. 
He had never seen a laparotomy performed successfully 
under local anesthesia. He wrote me the other day that 
he had given a clinic before visiting physicians and had 
removed three gall-bladders under local anesthesia with 
100 per cent success. 


abdominal work, or 


It is a matter of accepting what is 
a fact, and if we can get away from the difficult methods 


and use simpler ones, we will get there much earlier, and 
with the demonstration Dr. Meeker has given us and the 
limitations he put on the method, I believe we have some- 
thing to swing to. 

I am in accord with almost everything he says with regard 
to the limitations of paravertebral anesthesia. I would 
disagree with him in one thing, and that is the method of 
blocking in the cervical region. It is important to make 
that simple too. 

We have used the direct method as devised by Braun. 
The needle is introduced transversely and the transverse 
process is located. This is the portion of bone which is 
nearest to the skin. If we get behind it we withhold our 
injection. The needle is passed by preference slightly 
anteriorly. With this method the large vessels are easily 
avoided; provided the injection is made with the needle 
point moving there is no possibility of introducing the 
solution into the vascular system. In changing the direction 
of the needle it is, of course, necessary to withdraw its point 
so that it is external to the cervical fascia. About 30 c.c. 
of solution is sufficient for each side. 

Provided this method is rigidly adhered to in all cases 
of goiter surgeons will not find it necessary so often to 
offer the excuse that the patient became “nervous” just at 
the time that the deeper portion of the dissection was 
to begin. In my experience patients are much more 
nervous at the beginning of operations than at this stage. 
Their so-called “nervousness” is easily due to the infliction 
of unnecessary pain. 

Dr. A. C. StracHAuer, Minneapolis: You are familiar 
with the story of the man who said “honesty is the best 
policy. I know it is because I have tried both ways.” 
This is my position regarding local and general anesthesia. 
I have had extensive experience with both, and was a 
pioneer in the field of local anesthesia, having performed 
and reported the first three laminectomies for spinal cord 
tumors that were performed under local anesthesia in this 
country. The local anesthesia experience referred to 
covers the major surgery of the brain, spinal cord, neck, 
thorax, abdomen, pelvis and extremities, and I, therefore. 
feel qualified to discuss the subject. 

Local anesthesia, particularly regional local anesthesia, 
is a fascinating subject, so much so that some individuals 
have become infatuated with it to the degree that consider- 
ation of its technique is in danger of overshadowing the 
actual surgery in question. A thorough knowledge of the 
technique of local anesthesia is absolutely indispensable 
to the practice of modern surgery and is a part of the 
regular armamentarium of the qualified surgeon. In major 
surgery it is entirely a technical consideration, and _ is, 
therefore, together with the other technical training of the 
surgical specialist, a subject for graduate and not under- 
graduate instruction. 

There are definite 
anesthesia 


indications for the use of local 
in major surgery; likewise, definite contra- 

The indications in the main are the cases 
in which general anesthesia is contraindicated, which latter 
constitute a minority and not a majority. 

Local anesthesia is not absolutely dependable, i.e., can 
not always be obtained one hundred per cent, and is neither 
ideal nor free from complications and danger, the com- 
plications including even postoperative bronchitis 


indications. 


and - 
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pneumonia—in the past practically always erroneously 
attributed to the general anesthesia. Per primam wound 
healing in local anesthesia, particularly in the infiltration 
method, is not as frequent as under general anesthesia. 
Some of the serious infections which have occurred, both 
in my own cases and in those of my colleagues, have, in 
my opinion, been definitely attributable to the infiltration 
anesthesia. At our University Hospital, within the last few 
weeks, a highly competent surgeon lost a patient from 
local anesthesia. A number of years ago I lost a pa- 
tient from hemorrhoidectomy done under local anesthesia. 
Dr. H. E. Robertson, professor of pathology, performed 
the autopsy and was unable to rule out cerebral embolism. 
Personally, I believe the local anesthesia was responsible. 
Unfortunately, the dangers and ill-results experienced are 
Local 
anesthesia operations on unsuitable subjects have resulted 
in the infliction of shock. Such individuals do 
very well and entirely satisfactorily during the time of 
operation and even during the immediate period of con- 
valescence, and then later have a complete nerve letdown 
or breakdown, requiring considerable time for recovery. 
Personally, I have for a long time considered it inadvisable 


not as glowingly reported as the successful cases. 


serious 


for friends and relatives to be present in the operating 
that it 
majority of patients to be present at their own operation. 

General anesthesia is still of choice in 
Ether with the preliminary nitrous-oxide 


room. I likewise believe is a mistake for the 
the anesthetic 
major surgery. 
anesthetization is our routine procedure. Some patients 
get nitrous-oxide with just enough ether to obtain relax- 
ation; another group, nitrous-oxide alone; another group 
local anesthesia and Crile’s 


teachings; and the final group, local anesthesia alone. 


nitrous-oxide according to 

These various forms of anesthesia all have their definite 
indications, and no one type should be employed to the 
exclusion of the others. * 

Dr. W. R. Meexer, Rochester (closing): I am very 
glad to have had this paper so ably discussed and particu- 
larly by men of such wide experience in the handling of 
The intercostal nerve trunk 
anesthesia and local infiltration described by Dr. Maxeiner 
for thoracoplastic work, is that which is employed in the 
Mayo Clinic by Dr. Hedblom, except that nitrous-oxide 
oxygen analgesia is also often administered. 

The scope of this paper was of necessity limited to 
only one of the various phases of the local anesthesia 
problem. There are, of 
in which 


local anesthesia problems. 


course, 
infiltration 
methods are to be preferred. 


many operations and 
or field block 
The extent of the operation, 
type of sensory innervation, and east of accessibility of 
the nerve trunks are always factors to be 
When the 
operation, infiltration methods are more commonly em- 
ployed. When the anesthesia is to be completed as a sepa- 
rate procedure before operation, field block and nerve block 
methods must be relied on. 


locations anesthesia 


considered. 


surgeon induces his own anesthesia during 


The indications for local anesthesia are at present not 
well defined. They will vary in the different surgical 
centers depending on the surgeons’ ability to handle the 
method and operate painlessly with its aid. A more 
favorable operative condition is created for most surgeons 
when the disturbing factor of consciousness is abolished. 


As one of our surgeons puts it, the chief difficulty with 
local anesthesia is that it does not anesthetize “above the 
ears.” 

The fact that infection occasionally occurs after the 
use of local anesthesia, as cited by Dr. Strachauer, does 
not prove the method more prone to produce infection, par- 
ticularly the field block and nerve block methods in which 
no anesthetic solution is deposited in the operative field 
Novocain is the least irritant of all local anesthetic 
Following the 


proper. 
drugs. hydro- 
chlorid, for example, there may be a round-cell infiltration 
and fibrinous exudate into the tissues, but such changes 
observed 
salt 


injection of quinine-urea 


are not cent novocain in half 
10 minims of 1:1000 


Local infections may occur 


with 0.5 per 
solution with 


100 c.c. 
after general anesthesia as well as after local anesthesia. 


physiologic 
adrenalin for each 
It must also be admitted that postoperative pneumonia 
may follow local anesthesia, but it is not of the aspiration 
gangrenous type, and is certainly less frequent than when 
a prolonged deep inhalation narcosis is employed. 

well stated 
best for all patients, for all operations, and for all surgeons. 


It has been that no one anesthetic is th 


Having elected to give local anesthesia, the same proposition 
holds true as regards the three methods of local technic. 
No one method is the best in every case, but the choice 
must be made after an analysis of conditions obtaining 
in any particular case. 


NON-SPECIFIC IRRITATION: A PRECIPITAT- 
ING CAUSE OF THE ANAPHYLACTIC 
DISEASES OF INFANCY AND 
CHILDHOOD* 


W. Ray SHannon, M.D. 
St. Paul, Minnesota 


That many cases of asthma, eczema and repeated 
upper respiratory infections in infancy and child- 
hood are the result of sensitization to various types 


of proteins is firmly established. That the onset 
of many cases presenting these symptoms may be 
directly traceable to various types of local irritation 
is undisputed. Any satisfactory explanation of 
these conditions must therefore correlate the very 
specific factor of anaphylaxis with the totally non- 
specific factor of local irritation. It is the purpose 
of this paper to defend the anaphylactic theory of 
causation of the morbid conditions mentioned by 
showing that local irritation is merely a precipitat- 
ing cause and is dependent upon an underlying 
anaphylactic condition for its apparent striking 
effects. 

It is common knowledge that such respiratory 
irritants as smoke, cold or damp air, irritating 
- *Presented before the Annual Meeting of the Minne- 


sota State Medical Association, Minneapolis, October, 
1922. 
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fumes or dust may cause severe attacks of asthma 
in those subject to this disease. The detrimental 
effect of external irritants upon eczematous indi- 
viduals needs no argumentative support. The one 
authoritative element in the treatment of this con- 
dition that has stood the test of time has been the 
employment of methods purposed to minimize this 
factor, and the many cases in which cure has re- 
sulted are proof enough of the importance of ex- 
ternal irritation as a cause of the disease picture. 
Czerny’ and many others following in his footsteps 
have emphasized and established as fact the etio- 
logical relationship of impure air to the repeated 
respiratory infections in exudative children. 

Yet there can be no doubt that some underlying 
intrinsic characteristic of the individual exists in 
addition to the local irritant, which predisposes to 
these disease pictures. The inhalation of dust does 
not cause asthma in all individuals; all infants who 
are washed in hard water with poor soaps are not 
the victims of severe facial eczema; not every baby 
living in the smoky atmosphere of a large city is 
subject to constant nasopharyngitis and bronchitis. 
However, the reverse of this is almost universally 
true. Practically any attack of asthma is made 
worse by a dusty atmosphere; every case of infan- 
tile eczema will suffer from the use of hard. water 
and poor soap; and every baby that is subject to 
constant colds and bronchitis is affected badly by 
an atmosphere filled with smoke and irritating 
fumes. This being true, it would seem that the 
underlying predisposition of the individual were 
the more important factor. 


Of recent years the theory of anaphylaxis has 
been advanced to explain all of the conditions men- 


tioned. It has met with measured success, one of 
the main obstacles in its way being that local causes 
are so frequently directly responsible for the at- 
tacks. The following cases are illustrative of the 
role of protein sensitization. 

Case 1. A girl three years of age had been so 
troubled with asthma, especially during the winter, 
that her mother had been obliged to take her to 
Florida during this season. Even while there she 
had a few attacks, but they were very noticeably 
lessened in frequency and in severity. Seen during 
the fall when the weather was getting cold, she was 
having repeated asthmatic attacks at very frequent 
intervals. Food tests revealed definite sensitization 
to oat protein and removal of this food from her 
diet resulted in immediate cessation of the attacks. 


Interesting features of this case are that the asthma 
was much worse in winter than summer, and that 
exposure to cold was almost always a precipitating 
cause. After the diet was prescribed the attacks 
ceased even in the presence of the same external 
environment as existed before. 


Case 2. A baby girl two and one-half months 
old was seen because of a skin rash. There was a 
rather chronic type of eczema over the cheeks, fore- 
head and chin. The skin was slightly rough over 
the arms and there was a dermatitis over the diaper 
region. The baby was entirely breast-fed. Local 
measures were prescribed and the mother was cau- 
tioned to eat a larger variety of food. Six days 
later when the patient was again seen there was a 
very acute and severe universal eczema. The baby 
was then tested with the foods of the mother’s 
dietary and sensitization to several foods was deter- 
mined. A diet eliminating or limiting these foods 
was prescribed for the mother. Local measures 
were continued as before. When the patient re- 
turned four days later the trunk was entirely nor- 
mal, the cheeks, forehead and chin were still rough 
due to the presence of desquamating skin but were 
not at all red, and all but portions of the diaper re- 
gion had returned to normal. A desquamation 
similar to that seen on the face still remained in 
spots. Three weeks later the mother reported that 
there was still no trace of eczema. 


Czerny' attributed the marked tendency to upper 
respiratory infections in exudative children to an 
inherent susceptibility of the mucous membranes 
which made them unusually sensitive to minor irri- 
tation. Talbot? has shown that some of these cases 
may be cured by regulation of diet based upon 
cutaneous protein tests, thus suggesting that an un- 
derlying anaphylactic basis might be the predis- 
posing factor. I have already demonstrated the fa- 
vorable effects of diet based upon this principle in 
breast-fed infants.* Thus it is seen that all of the 
conditions mentioned are definitely associated with 
the phenomenon of protein sensitization in at least 
some cases. If then it can be shown that an under- 
lying anaphylactic condition increases the suscepti- 
bility of the individual to local irritation the corre- 
lation of these factors will be accomplished for the 
diseases mentioned and a great handicap in the es- 
tablishment of the anaphylactic theory will be re- 
moved. 


In 1920 Auer* published some very interesting 
experiments. He had noticed while operating on 











dogs that had been sensitized and had just received 
their shock dose of protein that peculiar reactions 
occurred around the operative wounds, which he at- 
tributed to interference as a result of the anaphy- 
lactic state of the animals. The purpose of his ex- 
periments was to investigate the effect of local irri- 
tation on the skin of animals while they were in an 
anaphylactic state. The work was done on rabbits, 
the site of irritation being the ear and the irritation 
being produced by the application of xylol. Xylol, 
when applied to the skin of a rabbit’s ear, produces 
a definite inflammatory reaction with congestion 
and mild edema which entirely disappears within a 
few hours. He found that if a large dose of horse 
serum were injected in a sensitive animal shortly 
before the xylol were applied the inflammation re- 
sulting was modified in that perfectly tremendous 
reaction followed, lasting for days and frequently 
resulting in gangrene of the ear tip. He explained 
this as follows: At the time of the irritation the 
blood of the animal contained some of the horse 
serum that had just been injected. The congestion 
and edema resulting from the comparatively mild 
irritation of the xylol caused a concentration of the 
antigen, or horse serum, at this point. As a se- 
quence to this concentration a local anaphylactic 
reaction took place which greatly augmented the 
inflammation due to the irritant. Sensitized ani- 
mals in which no antigen had been injected pre- 
vious to the application of the xylol, as well as 
normal rabbits in which the horse serum had been 
injected, showed only the ordinary local effects. 
The author suggested that this phenomenon might 
have application in the field of anaphylaxis in man. 


The analogy in the human is obvious. Many in- 
dividuals are constantly anaphylactic due to the 
ingestion of or other contact with proteins to which 
they are sensitive. In the light of Auer’s observa- 
tions the tissues of such individuals would be at 
all times hypersensitive and would react to local 
irritants with a magnified effect. It has recently 
been shown that, in a great majority of cases at 
least, the manifestations of exudative diathesis rest 
upon an anaphylactic basis. Such infants are con- 


stantly ingesting foods to which they are sensitive 
and are therefore in a more or less constant ana- 
phylactic state. 
mild irritants on the skin as poor soap, hard water, 
perspiration, and even the air itself produces an in- 
flammatory reaction which we are accustomed to 
call eczema. 


Therefore the presence of such 


The presence of smoke, irritating 
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fumes, and dust in the atmosphere that such an in- 
dividual breathes is sufficient to cause some slight 
congestion of the mucous membranes of the respira- 
tory tract. The resultant concentration of the an- 
tigen brings about a local anaphylaxis and we get 
clinically the symptoms that we recognize as those 
of aconstant cold. The effect of irritants contained 
in the air in the precipitation of attacks of asthma 
are explained on a similar basis. 

I wish to report the following cases to illustrate 
the precipitation of asthmatic attacks by local irri- 
tation. 

Case 3. A boy six years of age was sensitive to 
foods that he was eating the year around. Ordi- 
narily he presented no symptoms except during the 
hay fever season. During this portion of the year 
he suffered from asthma constantly. The relation 
of this disease picture to pollen sensitization I shall 
discuss later. The food sensitization was deter- 
mined during the winter at a time when he was en- 
tirely free from anaphylactic manifestations. The 
mother was warned that if the patient were to come 
into contact with any marked respiratory irritant he 
would be apt to have an attack, dust especially being 
mentioned. Three days later the patient helped a 
friend sweep out his basement and that night suf- 
fered a typical asthmatic attack. 


Case 4. A boy between two and three years of 
age and a victim of asthma was found sensitive to 
all of the cereal grains and to a number of vege- 
tables which it was necessary that he be given. 
Large variety of diet, four cereals and five or six 
vegetables daily, thereby cutting down on the 
amount of each food, has resulted in freedom from 
the asthma over a period of three months except on 
two occasions. At each of these times the patient 
acquired a cold which had affected the rest of the 
family. He had no asthma until he began to have 
fever, running nose and definite evidence of a 
rhino-pharyngitis and bronchitis, when he began to 
wheeze and typical attacks of asthma followed. 
Each attack lasted several days while the fever and 
other evidence of the infection were present, when 
each one gradually got better. 

Cases are hardly necessary to illustrate the detri- 
mental effect of local irritation on cases of eczema. 

The following case is illustrative of the effect of 
local irritation in the production of repeated upper 
respiratory infections in anaphylactic individuals. 

Case 5. A boy about nine years of age was sub- 
ject to constant winter colds and bronchitis. This 
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complaint would manifest itself with the beginning 
of cold weather in the fall and would be constantly 
present until the damp and rainy spring weather 
was over. His mother brought him in about one 
month after the cold fall weather had started with 
the hope that the removal of his tonsils would af- 
ford him relief. While the tonsils shared the gen- 
eral inflammatory condition of the throat they did 
not seem badly infected and were not greatly hyper- 
trophied. It was therefore decided to try the effect 
of diet for a period of one month and if this did 
no good to remove the tonsils later.. Sensitization 
was determined to a number of foods in his dietary 
and these were eliminated or restricted. There was 
no improvement for something over three weeks 
when rather suddenly all symptoms disappeared. 
Several months later he was still free from colds 
and when last heard from he had moved to a large 
city and had weathered a damp and disagreeable 
spring without any sign of return of his former 
complaint. 


In all three of these cases the disease pictures ap- 
peared in direct response to some form of local irri- 
tation. In one case it was dust, in another infec- 
tion, while in a third it was cold and damp air. In 
all three there was a constant anaphylactic state 
since the foods responsible were common articles of 
diet for the respective individuals. In all three 
cases the presence of both factors was necessary to 
produce symptoms, and the local irritative factor 
being the only one easily recognized it is natural 
that in the past these diseases should have been at- 
tributed to this element alone. However, as shown 
in the last of these cases, local irritation alone was 
not sufficient to produce symptoms since the disease 
picture cleared with the removal of the anaphylactic 
state, the external environment remaining the same. 


If local irritation of a non-specific nature will 
precipitate anaphylactic diseases in man how much 
more will this mechanism act when the local irri- 
tant becomes a protein to which the individual is 
sensitive? Such is the situation in certain cases of 
seasonal asthma associated with hay fever. Case 3 
is illustrative. While under ordinary conditions, 
he had no anaphylactic manifestations except when 
ragweed was pollenating, during this season of the 
year he was constantly asthmatic. Here was a local 
irritant, by virtue of his sensitization, which was 
many times more powerful than the dust which 
brought on his one attack. There can be little 
doubt but that this phenomenon accounts for a 
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large number of failures in the treatment of this 
class of cases. Desensitization as it is practiced 
today is at best a relative thing. After treatment 
the patient is merely less sensitive than he was be- 
fore it was begun. 
that the presence of an anaphylactic state due to 
some protein other than that of the pollen concerned 
might make the mucous membranes so sensitive that, 
lessened as the irritation from the pollen is, it is 
still sufficient to bring about slight inflammation in 
the respiratory tract? If this should occur, then 
the mechanism that Auer has described would be 
set in operation and symptoms would result exactly 
as they did in Case 3 upon the inhalation of dust. 
It therefore becomes evident that pollen-sensitive 
patients must be studied for sensitization to all types 
of proteins and that treatment must take such sen- 
sitization into account if consistent results are to be 
obtained. 


Does it not seem reasonable 


SUMMARY 


Attention is called to the frequency with which 
certain diseases which have been recently contended 
to be anaphylactic in nature are precipitated by lo- 
cal irritation of non-specific nature. Experimental 
work on rabbits by Auer is quoted showing that 
the anaphylactic state increases the response on the 
part of animal tissues to local irritation. Anal- 
ogous cases in the human are cited in which neither 
the local irritation nor the anaphylactic state alone 
were sufficient to produce symptoms but in which 
the combination of the two produced the disease 
picture. In two cases local irritation did not pro- 
duce symptoms after the anaphylactic state had 
been removed. In another case the reduction of 
local irritation did not permit relief from symptoms 
until the factor of anaphylaxis was cared for. It 
is therefore contended that the condition of anaphy- 
laxis is the underlying factor which is responsible 
for the conditions mentioned and that the local irri- 
tation is merely a precipitating factor which would 
go unnoticed were its effects not augmented by the 
presence of the anaphylactic state. 


CONCLUSIONS 


1. The anaphylactic state produces a state of 
hypersensitivity of the tissues of the individual in 
whom it occurs. 

2. The effect of local irritation in the production 
of asthma, eczema and repeated colds in exudative 
children is to be regarded merely as a precipitating 
factor dependent for its apparent profound effect 
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upon the presence of a predisposing anaphylactic 
state. 

3. The local irritant may be a protein as is the 
case in seasonal asthma associated with hay fever. 
In this class of case it is therefore necessary to 
eliminate all proteins producing the state of ana- 
phylaxis if maximum results are to be obtained. 

4. The apparent.effect of local irritation in ana- 
phylactic individuals is probably in reality a pro- 
tein reaction, the primary inflammation from the 
irritant causing a local concentration of the antigen 
at this point. As a result of this concentration lo- 
cal anaphylaxis occurs and gives rise to the symp- 
toms that we see clinically. 
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DISCUSSION 


Dr. S. AmBerc, Rochester: I was very much interested 
in Dr. Shannon’s paper and think a great deal lies in his 
conception. The infiltration on the application of xylol in 


Jahrb. f. Kin- 


the rabbit sensitized to horse serum, means an antibody 


antigen reaction elicited by a non-specific agent. Perhaps 
we have to go even a little further. Sensitized animals do 
not seem to be sensitive only to the particular protein to 
which they have been sensitized, but there is a possibility 
that they are in a state of increased reactivity to other 
stimuli. Friedberger has called attention to the fact that 
guinea-pigs sensitized to horse serum seemed to react to 
the injection of saline solutions differently than those not 
sensitized. Several years ago in this work it seemed to me 
that the sensitized animals died more readily than the un- 
sensitized, and in talking with others I found they had the 
same experience. 

I studied the effect of iodoxy benzoic acid on the intra- 
cutaneous reaction of sensitized rabbits and it seemed that 
the sensitized animals died from intravenous injections of 
doses which were well tolerated by animals which had not 
been sensitized. The sensitized animal seems to be more 
vulnerable to many more things than we had believed here- 
tofore. At the same time, while this is true, I think we 
should perhaps be a little more careful with the thing which 
we call a stage of sensitization in man. It would be going 
entirely too far to go into that subject, and I only want 
to emphasize one or two points. We rely on the skin tests 
a great many times to establish a specific sensitization of 
the organism. In a series of tricophytin tests I came across 
a student who gave a beautiful reaction to tricophytin. He 


was watched through infancy very carefully and he never 
had a tricophytin infection. A number of authors have 
doubted the specificity of certain cutaneous reactions. Dr. 
Sauer did some work, at my suggestion, in Chicago. He 
injected some newly-born infants with some cow’s and 
human lactalbumin intracutaneously. A few reacted to 
cow’s lactalbumin and many to human iactalbulmin. These 
reactions persisted for twenty-four hours. It was a reac. 
tion which one could not very well distinguish from a sep. 
sitization reaction. About a week later he tested fifty of 
these cases and now quite a number reacted to cows’ lac. 
toprotein and some which had reacted to human lactal- 
bumin did not react then, while some which reacted to cows 
before did not react at this time. Quite a number of 
clinical observations leave much to be desired in order to 
establish the reactions reported as specific sensitization 
reactions. I think they warn us not to attach too great 
importance to the skin reaction alone. This criticism does 
not apply to the cases which Dr. Shannon reported. There 
we have the skin reaction that followed the injection of 
the pollen, but in addition other corroborative data. 


Dr. W. Ray SHANNON, St. Paul (closing): I am very 
glad to have Dr. Amberg’s remarks in regard to the sensi- 
tized organism responding to non-specific types of irritation 
in the absence of the antigen present in the body. That 
I take to be the sum and substance of his remarks. That, 
of course, does not conflict in any way with anything | 
have said in this paper. The results would indicate that 
these were antigen-antibody reactions. 

With regard to the reaction of the new-born babies to 
human lactalbumin and cow lactalbumin at birth, it is not 
at all improbable. I have not proved it and have no def- 
nite experimental proof, but I do believe that it is not at 
all improbable that babies are born sensitized to various 
kinds of food substances and they might be sensitized to 
cows’ milk and human milk as well as to other foods. The 
reason I believe this is true is because with the first copi- 
ous nursing of breast milk many babies will break out in 
a tremendous rash which I can only describe as ordinary 
hives. We are accustomed to think of hives as being due 
to protein reaction. I had one patient who had these hives 
develop and persist during the first ten days of life in the 
hospital. After the child was taken home the hives disap- 
peared and the mother came back two or three weeks later 
because the baby had colic. I found the baby was very 
sensitive to asparagus. The mother had been having as- 
paragus in the hospital but none since she had been at 
home. You get very severe disorders sometimes with the 
first copious nursing, which may be anaphylactic and which 
have been so interpreted. I have had two mothers in my 
experience who have had asthma and they have been par- 
ticularly subject to asthma over a long period of years ex- 
cept when they are pregnant or lactating. That suggests on 
the part of the mother some protective element in the blood 
which does not permit asthma during pregnancy or lacta- 
tion. There must be some such protective mechanism. 
According to all of our knowledge at present one would 
expect to find that they have antibodies in their blood 
which protect them at this time, or that there is some 
non-sensitive condition of the organism of other nature. 

There are two clinical observations in the literature 
which are of interest in connection with this work. One is 
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the Raschmilewitch reaction in exudative children. This 
is in a way comparable to the reaction obtained in rabbits. 
The other is the phenomenon shown by individuals with 
urticaria in whom scratching of the skin will give rise to 
unusual reactions in the form of wheals. 

One striking case of this phenomenon is reported by 
McBride and Schorer of a circus performer, known as the 
human writing pad. Three hours before his turn to go 
on he would eat three eggs and in the performance would 
permit the spectators to write on his back with a blunt 
stick, producing thus linear urticarial wheals. These ab- 
normal reactions ceased in from 6 to 8 hours after inges- 
tion of the eggs. 


MILK TRANSMISSION OF POLLEN HAY 
FEVER* 


Epcar T. Herrmann, M.D. 
St. Paul 


The anaphylactic nature of pollen hay fever is at 
present clearly established. Seasonally, depending 
on the exciting pollen, certain classes of sensitive 
patients react to the stimulus of pollen antigen by a 
series of anaphylactic phenomena known clinically 
as hay fever. Up to the present, observed data 
show that an attack of hay fever is produced by the 
contact of a wind-borne pollen with the mucous 
membranes of a sensitive individual. For the large 
majority of cases the exciting pollens, as well as 
their seasonal incidence, have been clearly estab- 
lished through the researches of Walker and others. 
It is the purpose of this paper to show that the 
ingestion of cow’s milk containing ragweed pollen 
protein may be the exciting cause of an attack of 
hay fever. 

A review of the case histories of pollen-sensitive 
individuals discloses certain curiously interesting 
facts. Thus such individuals are often free from 
symptoms when the nature of their various occupa- 
tions keeps them daily indoors, immured in large 
office buildings, hospitals and the like. Experience 
rapidly teaches them to avoid the open country dur- 
ing the pollen season, numerous records illustrating 
the dire results of week-ends in the country, auto- 
mobile trips through the fields, etc. In most in- 
stances the exposure of the patient to wind-borne 
pollen is easily demonstrated, yet instances of se- 
vere attacks occur when such exposure cannot be 
shown. Observation of a number of cases in which 
the severity of the attack seemed out of all propor- 
tion to possible exposure led to investigations, the 


*Presented before the annual meeting of the Minne- 
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results of which are embodied in the present pre- 
liminary report. 

Ingestion of cow’s milk containing ragweed pol- 
len protein as the possible exciting cause of an at- 
tack of hay fever seemed feasible from two points 
of view. In dairy husbandry the point is noted 
that during the ragweed season dairymen some- 
times have trouble with slightly tainted milk, the 
taint presumably being due to ragweed tops eaten 
by pasture cows during this time of year. Tainted 
milk has usually been ascribed to the presence of 
volatile oils in certain sorts of herbage eaten by 
cattle, other causes, if any, not having been deter- 
mined. The possibility that such a taint was per- 
haps due to the presence of pollen protein in the 
milk was suggested by the recent work of Shannon. 
He has demonstrated the presence in human breast 
milk of food proteins ingested by the mother, as 
well as the effects of feeding such milk to sensitized 
breast-fed infants. His conclusions seemed in part 
to bear on the present problem and the conviction 
that cow’s milk can and often does contain rag- 
weed pollen protein in sufficient amounts to cause 
attacks of hay fever by its ingestion led to the fol- 
lowing experiments. 

Both clinical and experimental evidence was 
sought. On the laboratory side experimental ana- 
phylactic shock in guinea-pigs seemed the method 
of choice, the technique employed throughout be- 
ing that of Besredka. Accordingly, three guinea- 
pigs were each injected intra-peritoneally with three 
minims of a 1-100 solution of short ragweed pollen. 
Antigen was procured, thanks to the kind co-opera- 
tion of Mr. Eccles of the College of Agriculture, 
University of Minnesota. Under his direction a 
Holstein cow was fed on fresh ragweed tops, as 
follows: 


Aug. 30, P. M.—Fed 4 pounds of short ragweed 
tops. 

Aug. 31.—Fed 10 pounds of short ragweed tops 
in two feeds. 

Following this two samples of milk were obtained 
and mixed, one evening milk on August 31st and 
the other morning milk obtained on September Ist. 
A sample of this milk was used as the antigen. 
Fourteen days after the sensitizing injection, each 
of the three pigs was injected subdurally with .25 
c.c. of the Holstein milk obtained as described 
above. Within a half minute following injection 
each of the three pigs showed signs of marked irri- 
tation. Scratching of the muzzle and restless run- 
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ning about were shortly followed by somersaults, 
the animals being thrown on their sides, from which 
position they strove violently, and often ineffectual- 
ly, to regain their feet. Respiration became dysp- 
neic, this being especially noticeable in the quiet 
intervals following convulsive attacks. The latter 
were often preceded by antics in which the animal 
affected turned round and round upon itself, often 
dragging one or the other hind leg as if paralyzed. 
After the first ten minutes the convulsive attacks 
came at longer intervals, during which the animals 
sat huddled up and quiet, showing marked respira- 
tory difficulty. None of the pigs died within the 
first ten minutes; all were found dead some hours 
later. 


At the same time, for purposes of control, two 
normal, non-sensitized guinea-pigs were also each 
injected subdurally with .25 c.c. of the same milk. 
Following the injection these animals exhibited no 
unusual symptoms. Watched for over an hour they 
behaved quite normally. Neither of these animals 
died. Since neither of the control animals showed 
any of the symptoms observed in the three sensi- 
tized pigs, local irritation produced by intra-thecal 
injection may be excluded as causing symptoms in 
the former case, and it appears clear that the three 
sensitized animals reacted by anaphylactic shock 
to ragweed pollen protein present in the Holstein 
milk used in the shock dose. 


Clinically, observations were conducted on two 
individuals, one a patient with hay fever, the other 
a normal individual not subject to hay fever. Cu- 
taneous skin tests carried out according to Walker’s 
technique resulted as follows: 

Patient with Hay Fever: 

Ragweed, short + + + 

Ragweed, giant + + 

Dahlia + + 

Goldenrod + + 

Goldenglow 0 

Sunflower 0 

Holstein cow’s milk containing ragweed short 

pollen protein + 

Lactalbumin 0 

Casein 0 

Powdered cow’s milk (control) 0 
Normal Individual: 

Negative reaction to all pollens. 

Negative reaction to Holstein cow’s milk contain- 

ing ragweed short pollen protein. 
Negative reaction to powdered cow’s milk. 
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A review of these reactions shows that the rag. 
weed-sensitive patient gives a group reaction to 
many members of the composite family, the most 
marked wheal being that produced by short rag- 
weed. To be noted is the fact that, whereas ordi- 
nary cow’s milk, lactalbumin, and casein give no 
reaction, the milk containing ragweed pollen pro- 
tein gives a definite urticarial wheal. This cir- 
cumstance emphasizes again the marked delicacy 
and specificity of the cutaneous reaction. In con- 
trast to the sensitive individual, the normal control 
gave negative reactions to all skin tests. 


Following the skin tests each of the two persons 
was given a glass of the ragweed-containing milk to 
drink. The normal individual had no reaction of 
any kind after ingestion of the milk. The ragweed- 
sensitive patient, who had been free of all hay fever 
symptoms for twenty-four hours before drinking 
the milk, complained of burning of the eyes, lacri- 
mation, itching of the roof of the mouth, etc., with- 
in a half hour after its ingestion. Within an hour 
a typical attack of hay fever developed. On the 
following morning this patient reported that she 
had spent the worst night of the year, having been 
kept awake not only by hay fever, but asthma as 
well. With the patient’s cutaneous reaction to the 
milk in mind, such an attack was not unexpected. 
It is interesting to note that no gastro-intestinal 
symptoms appeared following ingestion of one glass 
of the milk, the point of attack being the nasal 
mucous membrane, and _ bronchi. 
Chronic irritation of these tissues with consequent 


conjunctive 


lowered resistance during the pollen season, may 
be factors in the production of such selective ana- 
phylactic phenomena, when, as here, the antigen 
acts centrally. Subsequently, another hay fever 
patient was given a glass of the same milk with the 
same results. 

SUMMARY 


1. Previously sensitized guinea-pigs react by 
anaphylactic shock to intra-thecal injection of milk 
containing ragweed-pollen protein. 

2. Ragweed-containing milk gives a positive cu- 
taneous reaction in high dilution in sensitive indi- 
viduals. 

3. Ingestion of milk from a cow that has eaten 
ragweed tops produces clinical hay fever within a 
half hour after ingestion of the milk. 

4. Absence of gastro-intestinal symptoms fol- 
lowing one glass of ingested milk and the appear- 
ance of selective anaphylactic phenomena in the 
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upper respiratory tract may be due to chronic irri- 
tation and decreased resistance of tissues involved. 

5. Ragweed pollen protein is found apparently 
unchanged in the milk of cows that have eaten rag- 
weed tops some hours earlier. 


DISCUSSION 


Dr. Henry L. Utricn, Minneapolis: There is no ques- 
tion but that Dr. Herrmann has definitely demonstrated a 
rather unique method of transmission of ragweed pollen. 
He has also demonstrated the fact that he is a very care- 
ful observer of hay fever patients. 

I should like to ask his explanation of this phenomenon 
observed in some hay fever patients. After a thunder- 
storm at night, when the pollen presumably has been 
washed out of the atmosphere, some of the patients com- 
plain of exacerbation of their systems. They come to you 
stating they have had a most severe attack this morning. 
following the storm of the night. To me this is a puzzling 
One explanation may be 
that these people become extremely neurotic and highly 
susceptible to atmospheric, emotional, or physical changes 
in their environment, and in this instance the barometric 
change causes the hay fever attack. 
assumption. 

Perhaps a better contribution to this discussion is an 
effort on my part to make clear to you the looseness of the 
term anaphylaxis. The broad field of hypersensitiveness is 
divided into two divisions: anaphylaxis and allergy. Al- 
lergy is a form of sensitiveness commonly seen and experi- 
enced in man. Anaphylaxis is only seen in animals and is 
purely experimental. I will try briefly to sketch the differ- 
ence in the two conditions. In anaphylaxis there is always 
present an immune body which can be demonstrated by the 
methods of immunological reactions. In allergy an immune 
body has never been demonstrated. Anaphylaxis demands 
a protein substance as a sensitizer. Almost any chemical 
substance can produce allergy. I have seen an allergic 
state to ordinary mercurial salts. 

The results of treatment are different. In anaphylaxis 
you can get complete desensitization. In allergy we can 
only hope for hypo-allergy, or partial desensitization. That 
is important in regard to hay fever patients. One must not 
be disappointed because complete results are not obtained, 
for we cannot get complete results in allergy. 

Another point about allergy is the factor of inheritance. 
Fifty per cent of all allergics give a familiar history of 
some form of allergy. Anaphylaxis is always an acquired 
and artificial state. It is fitting therefore to speak of 
allergy (which means an abnormal reaction) only in rela- 
tion to human sensitiveness, since anaphylactic conditions 
have never been demonstrated in the human. Man, like 
many animals, is free from or refractory to anaphylactic 
shock and its milder form, whereas the guinea-pig, the 
dog and rabbit named in order are the animals par excel- 
lence for demonstrating that form of immunity called an- 
aphylaxis. 

Dr. Cuartes N. Hensex, St. Paul: Dr. Hermann is to 
be congratulated for his ingenuity in devising this method 
for studying a new avenue of approach for pollen hay fever. 

This is the first study of its kind (so far as I know) and 


symptom of this form of allergy. 


This is merely an 


Dr. Hermann’s conclusions are so logical that in the main 
I feel inclined to agree with him. 


It has been shown that hay fever is produced by four 
routes and, in the majority of cases, is an allergic phe- 
nomena, due to proteins. 
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We can use the four “I’s” to 
classify these routes, namely, infection, inhalation, inges- 
tion and inoculation. The route of Dr. Hermann’s, if we 
can accept it, belongs to that of the ingestion class. 

But while we are attempting to explain obscure attacks 
of hay fever by the ingestion route we want to be sure 
that it is not after all produced by the inhalation route. 


There are many things hard to explain in hay fever pa- 
tients. For instance, the fact that some days they are 
worse than others. I have always attributed this to the 
wind, because, as Dunbar showed years ago, the pollen 
is so light that it can be carried three miles. He put out 
glycerine-covered plates in the center of the city of Ham- 
burg where he knew there was no pollen within three miles 
and recovered the pollen on these plates. Last year, pa- 
tients told me that they had hay fever on Isle Royale for 
three or four days (the first time this was ever known), 
following several days of strong wind. This might be ex- 
plained by contaminated milk supply, since the milk is only 
brought there by boat twice a week and the persistence 
of the attack might be for the three to four days while 
this milk lasted. 


The question also arises whether the ragweed pollen fed 
the cow is the same pollen recovered in the milk or whether 
the light pollen settles into the milk during milking and 
handling afterwards. 

This study may be so valuable in the handling of hay 
fever patients that it is too bad Dr. Hermann did not go 
a little farther in his laboratory studies and include a 
series of inoculations on previously ragweed-sensitized 
guinea-pigs, with milk from cows who were known not 
to have eaten ragweed. 

While protein sensitization is supposed to be absolutely 
specific, it is admittedly not so entirely so in the case of 
milk as in the case of sera. Now, in milk we have pos- 
sibly two proteins—that of the milk itself and that of the 
supposedly contained ragweed pollen. The anaphylactic 
reaction might have been due to the milk protein as well 
as to the ragweed pollen protein. The results would have 
been more conclusive if an additional series of tests were 
made with non-pollen-containing milk. 

Finally, before we entirely accept this ingestion route 
as another avenue of approach for the production of hay 
fever, we must consider what happens to the ragweed pollen 
protein during bovine digestion, and also human digestion. 
Much work has been done on the split protein and the 
amino acids and while, apparently, proteins may be ab- 
sorbed unchanged from the intestinal tract, the split protein 
in the form of an amino acid is the usual condition in which 
the protein enters the blood. 

Is there enough pollen protein identity in this split pro- 
tein to bring about anaphylactic phenomena? Also, some 
of these pollen hay fever cases are likewise sensitive to 
foods, i. e., corn, cantaloupe, etc.—skin tests, would, of 
course, rule this out. 

Dr. S. Amperc, Rochester: I agree with the preceding 
speaker that the practical result of Dr. Hermann’s work 
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might be strengthened in the way he has indicated, by 
injecting not only the milk into the sensitized animal, but 
other proteins, and paying attention to other points, such 
as drop of temperature and so on in the animals. 

My remarks will be chiefly confined to those of Dr. 
Ulrich. He pointed out the distinction between allergy 
and anaphylaxis. I happened to be an assistant of von 
Pirquet’s shortly after he introduced this term and he 
meant simply an altered reactivity of the organism to any 
stimulus. Under these conditions it is evident that the 
anaphylaxis, immunity, and so forth, is simply one of the 
manifestations of allergy. Dr. Ulrich has made one point 
which, in all of the work on allergic phenomena in the 
clinic or laboratory, I believe has not been sufficiently 
emphasized, and that is it makes all the difference in the 
world by what mechanisms the various reactions are pro- 
duced. 

Dr. W. Ray SHannon, St. Paul: 
mann’s paper is extremely 
standpoint. 


I feel that Dr. Her- 
important from a_ practical 
It explains a great many cases one sees in 
which one cannot account for particular attacks of hay 
fever, or exacerbations of the condition. If the protein can 
be introduced by the ingestion of cow’s milk it will permit 
of an explanation of some of the late attacks which might 
occur through ingestion of dairy products which have been 
kept for some time in storage. 

I want particularly to emphasize one point which he 
brought out and did not emphasize in regard to a possible 
explanation as to why the symptoms after the ingestion of 
hay fever pollen would be localized on the mucous mem- 
brane of the nose and throat. He suggested that this is 
due to the congestive condition there which is always pres- 
ent and which might cause the concentration at this point. 
This is extremely important and is probably an accurate 
explanation of affairs in some cases at least. It has been 
shown in rabbits that the injection of a large amount of 
the foreign protein into a sensitized animal, combined with 
local irritation at the time of injection, will bring about 
an intense reaction at point of irritation. The blood of 
the animal containing the antigen and the antibody at the 
same time, and being concentrated at the point as the re- 
sult of a comparatively mild inflammation due to the irri- 
tation, gives rise to a localized anaphylactic effect which 
may be tremendous in extent. This unquestionably will 
explain some attacks of hay fever occurring where the 
antigen is ingested and may possibly also explain the con- 
dition which Dr. Ulrich brought up in which hay fever 
patients are much worse in a damp atmosphere and after 
a storm. There is no question but that it explains certain 
cases of asthmatic conditions where a damp atmosphere 
and local conditions, such as dust, will precipitate attacks 
The individuals who are asthmatic, or at least a great 
many of them, are constantly anaphylactic from food which 
they are ingesting, and local irritation of some sort is all 
that is required to cause concentration at a local point and 
bring about an allergic effect. 

Dr. Epcar T. Herrmann, St. Paul (closing): The spec- 
ificity of antigens in experimental anaphylaxis has been 
clearly demonstrated by Besredka and has been borne out 
by Dr. Shannon’s work. The sensitizing solution for pigs 
used was an aqueous solution of ragweed extraction. The 
toxic injection was of milk. 


RELATION OF GENERAL HOSPITAL TO TUBERCULOSIS PROBLEM 


Dr. Ulrich’s observation of severe attacks of asthma just 
following a storm may be explained, in part, as follows: 
Preceding a storm there is usually an increase of wind 
velocity which markedly increases the number of pollen 
units per cubic yard of air. With the low barometric 
pressure during a rainstorm these pollen units, usuali, 
high in the atmosphere on clear, dry days, are brought 
down to the earth. This exposes the patient to a much 
larger number of pollen units than he would be exposed to 
under ordinary conditions. This excites an attack of 
asthma which probably reaches its height some hours after 
the storm has abated. Thus, when the pollen itself is 
washed out of the atmosphere, the attack of asthma is 
usually at its height when the atmosphere itself has be- 
come practically pollen-free. 





THE RELATION OF THE GENERAL HOSPITAL 
TO THE TUBERCULOSIS PROBLEM* 


ARTHUR T. Larirp, M.D. 
Superintendent, Nopeming Sanatorium 
Nopeming, Minn. 

Practically every general hospital is today re- 
ceiving tuberculous patients. In some cases the 
patient is already in the hospital when the diagnosis 
is made; in some instances he may have been sent 
in for surgical treatment. Sometimes he is in a 
If not in the 
ward he is usually found in a small room, the prin- 
cipal reason for its use being that the patient can 
be isolated. The physicians and nurses give him 
whatever attention is unavoidable at arm’s length 
and ask his friends to remove him at once to a 
sanatorium or to his home, as the hospital does not 
receive tuberculous cases. If a private patient, the 
fact that he is tuberculous is sometimes practically 
ignored so far as rational precautions are concerned 
and the complication or emergency is treated with- 
out regard to his tuberculosis. The patient’s spe- 
cial need for rest and fresh air is not met and the 
weeks spent in the hospital for surgical care are 
lost as regards treatment for tuberculosis. 

A hospital’s first function is the provision of 
modern up-to-date care for all classes of patients 
admitted. Limitation of its services to particular 
classes and types of patients limits the usefulness 
of the institution. A general hospital, especially 
a hospital which serves as a community or city 
hospital and which is designed to meet the com- 
munity’s hospital needs, should meet all medical 
emergencies. Naturally the hospital beds must not 
be kept filled with chronic cases but in tuberculosis 


ward when the diagnosis is made. 


*Presented before the Annual Meeting of the State 
Medical Association, Minneapolis, October, 1922. 
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there are many emergencies which can not be met 
in the patient’s home. Some of these can not be 
met at the sanatorium. In other words many cases 
of tuberculosis are acute cases which need hospital 
care for nursing for a short period. It seems to 
the writer that the hospitals should make definite 
provision for the following classes: 

1. Undiagnosed cases. 

2. Acute febrile cases awaiting admission to 
sanatoria. 

3. Hemorrhage cases. 

4. Cases requiring surgical or other special 
treatment. 

5. Moribund cases that can not be suitably cared 
for at home. 

There is no task that requires greater skill and 
judgment than the decision in border-line cases 
whether the patient is suffering from active tubercu- 
losis and must immediately make a radical change 
in his whole life plan or has symptoms and signs 
due to other causes. The question often cannot 
be settled in a day or week but requires careful 
observation for a somewhat longer period. In the 
meantime all of the hospital’s diagnostic resources 
may be needed. Unless the hospital is equipped 
to care for him while a “suspect,” providing him 
with all the necessary conveniences for taking the 
open air and rest cures, valuable time may be lost 
at one of the most critical stages in his disease. 
At present the only even fairly satisfactory alterna- 
tive is to have him sent to the sanatorium as a sus- 
pected case. This involves more or less publicity 
and perhaps an unwarranted assumption on the part 
of friends and neighbors that he has consumption. 

In many communities the patient can not be 
admitted promptly to a sanatorium on account of 
the limited number of sanatorium beds and the ex- 
istence of a waiting list. Often a delay of several 
weeks is necessary before he can be received. Fre- 
quently prompt and efficient treatment spells success, 
while delay even for a short time means failure. 
This is especially true of febrile cases in the early 
stage of the disease. Accordingly the hospital 
should be equipped to provide sanatorium care for 
such cases until they can be admitted. The hospital 
should not, however, attempt such care as a substi- 
tute for the sanatorium for prolonged periods. 

Very rarely can patients suffering from sudden 
pulmonary hemorrhage receive the specialized care 
needful in that emergency at home. The absolute 
rest, calm surroundings, nursing, and medical care 
needed can almost never be secured in a private 
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house. As soon as practicable the patient should 
be removed to a hospital properly equipped to give 
modern treatment for this complication. 

Consumptives develop appendicitis and mastoid- 
itis the same as other people; they are subject to 
accident and in some instances their tuberculosis 
itself needs special surgical care. Casts must be 
applied, tonsils removed, artificial pneumothorax 
administered, heliotherapy given. Not all sanatoria 
are suitably equipped for giving these special treat- 
ments. In some cases of advanced pulmonary dis- 
ease, rib resections or other surgical procedures 
may be beneficial. There are many occasions when 
consumptives must have hospital care, and it is not 
fair to them or their physicians that while receiving 
it they should be improperly housed. 

Patients who have only a few days or weeks to 
live should not have to take tedious journeys to 
more or less distant sanatoria where their presence 
will have a depressing effect upon cases susceptible 
of permanent benefit. They should be tenderly 
cared for nearer to their friends and relatives but 
under supervision and in surroundings where they 
will not menace the health of others. 

Teaching hospitals can not give a well rounded 
course of instruction to internes or nurses without 
suitable training in the diagnosis, care and treat- 
ment of the disease they will meet more often than 
most others. Too many doctors and nurses suffer 
from unwarranted phthisiophobia and handle their 
tuberculosis patients with an imaginary ten-foot 
pole. The actual facts concerning opportunities 
for infection and the réles of the predisposing and 
exciting causes should be taught them so that they 
may use intelligent and not foolish means for pro- 
tecting themselves. 

The need for training in diagnosis as well as 
in modern treatment of the various phases and 
complications of a most common disease is evident 
from the lack of knowledge of these matters shown 
by practitioners. 

Only by providing for such care for a greater 
number of tuberculous patients in general hospitals 
can this need be met. It is even likely that if there 
were sufficient opportunities for acquiring a thor- 
ough knowledge of the principles of modern treat- 
ment of tuberculosis in hospitals, practicing physi- 
cians could often be safely intrusted with the super- 
vision of tuberculosis patients at home. A large 
proportion of consumptives must inevitably be 
cared for at home during a considerable portion of 

their illness and the competent supervision and 
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guidance which is essential to their success in re- 
gaining and retaining improved health should be 
attainable. This is especially true before and after 
their term of training and care at the sanatorium. 
Physicians have not hitherto had opportunities for 
fitting themselves for this important work. 


Miss Virginia M. Chitwood' of New Jersey has 
recently made a study of twenty-six of the leading 
hospital training schools in that state as regards 
instruction of nurses in the care of tuberculous pa- 
tients. Only one school of the entire twenty-six give 
any regular ward training in the care of such cases. 
Eight of the twenty-six never receive any cases of 
tuberculosis, refusing their admission to the hos- 
pital. 

The spread of tuberculous infection in a well 
conducted hospital openly receiving tuberculous pa- 
tients under proper precautions is even less likely 
than the spread of many infections now treated 
there as a matter of course. Pneumonia, typhoid 
fever, infected wounds, erysipelas and other skin 
troubles are more or less generally admitted to 
hospitals. Under sensible regulations, in suitable 
quarters, tuberculous patients might equally well 
be admitted. There are very few authentic reports 
of attendants having been infected by tuberculous 
patients in hospitals or sanatoria. 


The standard provision of sanatorium beds for 
the average community should be, according to the 
National Tuberculosis Association and the Framing- 
ham Health and Tuberculosis Demonstration,” one 
to two beds for each annual death from the disease. 
It is questionable whether a community is justified 
in increasing the number of sanatorium beds above 
this quota, yet there are always from five to ten 
active cases of tuberculosis for every death and 
many of them need hospital care at least. This need 
could be met more readily by the provision of a 
comparatively small number of beds in general hos- 
pitals for the classes of cases mentioned above than 
by the indefinite enlargement of sanatoria. As soon 
as possible such patients should be transferred to 
sanatoria or to home care under skilled supervision. 

There should be more porches and conveniences 
for open-air treatment in general hospitals for the 
benefit of non-tuberculous cases. Surgical and 
mental cases especially may have convalescence 
hastened by access to the open air and sunshine. 
For tuberculous patients admitted for a temporary 
stay in a general hospital, the best type of accom- 
modation provided in an up-to-date sanatorium 





should be furnished, including suitably sheltered 
and screened porches connected with private rooms 
or very small wards by wide doors through which 
beds equipped with large easy running casters can 
readily be rolled. Small, dark rooms in the “old 
part” of the hospital will not meet the indications 
for proper treatment. 


Taschman and Stivelman®* sent a series of ques- 
tions to many of the largest hospitals and sanatoria 
in the country. An analysis of the information 
showed that only about 50 per cent of the 2.500 
or more large general .hospitals replying had a 
tuberculosis service and that where it was absent its 
establishment was not contemplated. On the other 
hand 90 per cent of about fifty competent observers 
in the field of tuberculosis considered it helpful and 
advisable to have beds set aside in general hospitals 
for the purpose of the study and diagnosis of cases 
of pulmonary tuberculosis before they are sent to 
sanatoria for treatment, and favor having a special 
pulmonary tuberculosis service attached to the gen- 
eral medical service of every large hospital. 


The problem of securing adequate and intelligent 
supervision at home for patients who have been at 
sanatoria for longer or shorter periods is one of the 
most serious now confronting tuberculosis work. 
The treatment of such cases is no simple matter. 
The technique of treatment is being carefully 
worked out and standardized in the best sanatoria, 
but physicians in general are not familiar with it 
or interested in it. Articles on tuberculosis ap- 
pearing in medical journals are quite systematically 
passed over and physicians who profess to be 
alarmed over the encroachments of State Medicine 
on private practice are entirely indifferent to the fact 
that tuberculosis patients are now being cared for 
to a large extent by specialists and visiting nurses 
employed by the community. They are needed but 
the problem is too big for them to meet without 
the efficient aid of qualified practising physicians. 

Dr. F. C. Smith well described the situation in 
his “Outline of a Campaign for the Control of 
Tuberculosis,”* as follows: 

“It is an unfortunate fact that the diagnosis and treat- 
ment of tuberculosis is relegated largely, by common con- 
sent, to specialists. The belief in special climates is re- 
sponsible in large part for this. The general fear of con- 
tagion, poor results by the novice and unremunerative char- 
acter of the practice also popularized the unhappy custom, 
which prevails even to the present time, of advising ‘a 


change.’ In the incompetence of the general practitioner, 
in his self distrust and timidity, his fear of the effect on 
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his practice of a tuberculous ‘patient in his waiting room, 
in his ignorance of the proper and inspiring home man- 
agement of such a patient, are to be found the chief rea- 
sons for this prevailing custom. The closing of general hos- 
pitals to the tuberculous completed the exile, and drove 
the outcast either to the public dispensary provided for 
the poor, or to special institutions in special climates. 
Today we are reaping the fruits. An indifferent profession 
complacently witnesses the migrations of a fatuous laity 
and resists the encroachment of the tuberculous upon hos- 
pital beds jealously reserved for surgical patients. As a 
result the general practitioner never learns the essentials 
of tuberculosis and the vicious circle is complete. In 
almost any cross-road town can be found a surgeon reputed 
to successfully remove the appendix, but in our greatest 
cities we count upon the fingers of one hand those com- 
petent to speak with authority on the most common of all 
serious diseases.” 

Dr. Smith suggests: 

1. Professorships in tuberculosis in all medical 
schools. 

2. Special examinations in tuberculosis of state 
licensees. 

3. Open general hospitals to the tuberculous. 

4. Popularize home care in the home climate. 

5. Develop hospital centers and other facilities 
for diagnosis and teaching. 

6. Provide opportunities for short courses in 
tuberculosis and induce large numbers of practic- 
ing physicians to attend. In short, “Tuberculosis 
for the general practitioner as well as the spe- 
cialist.” 

The views of Surgeon General Cumming of the 
United States Public Health Service are shown in 
the following telegram sent by him to the American 
Medical Association at its New Orleans Session.° 


Washington, D. C., April 27, 1920. 
President, American Medical Association, 
New Orleans, La. 

I desire to urge more active participation by the general 
practitioner and by general hospitals in treatment of 
tuberculosis to insure earlier diagnosis, properly trained 
interns and other personnel to popularize treatment in the 
home climate, and to provide additional facilities. I ear- 
nestly endorse the resolution passed by the National Tuber- 
culosis Association in 1916, recommending that general 
hospitals should admit tuberculosis patients and provide 
separate wards for that purpose. Sanatoriums and specialists 
in tuberculosis will always be needed and we should have 
more of them, but I believe that success in the anti-tubercu- 
losis campaign is largely dependent on, first, convenient 
facilities for observation and prompt treatment of patients 
with open tuberculosis; and, second, in a sharpened per 
ception and higher degree of skill by which the family 
doctor will make an early diagnosis or even forestall the 
development of clinical tuberculosis in the adult before a 
definite diagnosis is possible; to provide adequate care for 
tuberculous ex-service men and others, and protect infants 
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from infection. Enlist the aid of the general practitioner, 
allay phthisiophobia, and improve home treatment of tuber- 
culosis. The opening of general hospitals to this most com- 
mon of all serious diseases will materially assist. 
Cumming, Surgeon General, U. S. P. H. S. 

At its twelfth annual meeting in Washington, 
D. C., in May, 1916, the following resolutions were 
passed by the National Association. for the Study 
and Prevention of Tuberculosis :° 

Whereas, in the past the tendency of general hospitals 
has been to exclude cases of tuberculosis. and 

Whereas, it has been demonstrated in a number of such 
institutions that this class of cases may be admitted into 
separate wards without detriment to other patients, and 

Whereas, both for humanitarian reasons and for purposes 
of instruction, there is need for a change of policy in this 
regard, therefore be it 

Resolved, that The National Association for the Study 
and Prevention of Tuberculosis recommends to general 
hospitals through both their medical and lay boards, that 
separate wards, one for each sex. be established for the 
care of such cases. 

At its meeting in New York in 1921 the Associa- 
tion made it plain that it did not approve of the 
prolonged detention of favorable cases in general 
hospitals as a substitute for sanatorium care.’ 

The following action was taken by the Council 
on Health and Public Instruction of the American 
Medical Association at its midwinter conference in 
March, 1921, and reported to the House of Dele- 
gates of the Association at the Boston Session in 
June, 1921:° 

At the New Orleans Session in April, 1920, a telegram 
from the Surgeon-General of the United States Public 
Health Service was presented, urging the active partici- 
pation of general practitioners and general hospitals in 
the treatment of tuberculosis. At the meeting of the Coun- 
cil, held November 11, 1920, a communication from the 
Surgeon-General on this subject was received and the 
Surgeon-General was requested to formulate the action 
which he wished the Council and the Association to take. 
In response to this request the following resolution has 
been submitted, which is herewith referred to the House of 

Delegates for action with the recommendation that it be 
adopted: 

Whereas, there is an unfortunate tendency in various 
parts of the United States to exclude patients, even of 
tender years, with pulmonary tuberculosis from general 
hospitals; and 

Whereas, this tendency results chiefly from incomplete 
knowledge of an earlier period when the simple prophy- 
lactic measures were not thoroughly understood and when 
the dangers of dissemination were greatly over-estimated ; 
and 

Whereas, the exclusion of tuberculous patients from 
general hospitals has resulted in depriving large numbers 
of tuberculous patients from proper hospital care in emer- 
gencies and their exile against their wishes, to special 
institutions often remote from home and friends; and 
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Whereas, this practice has resulted in the relegation of 
tuberculosis largely to specialists, to the great detriment 
both of ‘tuberculous patients who are compelled to seek 
in special places the necessary medical skill, and of the 
general practitioner who is thus deprived of the oppor- 
tunity to acquaint himself with the diagnosis and treat- 
ment of tuberculosis; and 

Whereas, it has been demonstrated in a rapidly increas- 
ing number of institutions that tuberculous patients may 
be admitted into separate wards in general hospitals with- 
out detriment to other patients; and 

Whereas, the admission of tuberculous patients to gen- 
eral hospitals for temporary periods will tend to allay 
phthisiophobia, improve the home treatment of tuberculosis 
and popularize the home climates without in any way dis- 
counting the value and need of special tuberculosis sana- 
toria for patients suitable for and desiring treatment there- 
in; be it 

Resolved, that the American Medical Association recom- 
mends that general hospitals in all parts of the United 
States should provide separate wards or separate rooms 
for the care of tuberculosis patients, and that such pa- 
tients be never denied admission at least in emergency and 
for temporary periods, because of the character of the dis- 
ease from which they are suffering. 

The House of Delegates, through the Committee 
on Legislation and Public Relations, formally en- 
dorsed the recommendations of the Council on 
June 9, 1921, as follows:® 


Resolved, that the American Medical Association recom- 
mends that general hospitals in all parts of the United 
States should provide separate wards or separate rooms 
for the care of pulmonary tuberculosis patients, and that 
such patients be never denied admission at least in emer- 
gency and for temporary periods, because of the character 
of the disease from which they are suffering. The com- 
mittee believes that the passage of this recommendation 
will tend to assuage the public fears, as it is well estab- 
lished that properly conducted wards or hospitals for the 
tuberculous constitute no source of contagion even in 
thickly settled communities. 


SUMMARY 


Many general hospitals are now admitting tuber- 
culous patients, but in many cases not frankly and 
openly, and without adequate provision for their 
care. 

The following classes of cases should be freely 
admitted into suitable quarters for a limited time: 
(1) Cases requiring diagnosis; (2) Cases on the 
waiting list for admission to sanatoria; (3) Hemor- 
rhage cases; (4) Cases requiring surgical treat- 
ment; (5) Moribund cases. 

The United States Public Health Service, The 
American Medical Association, and the National 
Tuberculosis Association all favor special provision 
for tuberculous patients in general hospitals. 

The co-operation of practicing physicians skilled 





in the diagnosis and modern treatment of tubercu- 

losis is needed to supplement the work of the sana- 

toria and the visiting nurses in the control of tuber- 
culosis. 

Suitable provision for the care and treatment of 
certain classes of tuberculous patients in general 
hospitals will provide greatly increased opportuni- 
ties for the training of nurses, internes and practic- 
ing physicians in the observation, supervision and 
care of persons suffering from a most common 
disease. 
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DISCUSSION 

E. S. Mariette, M.D., Glen Lake Sanatorium, Oak 
Terrace, Minn: Almost everyone is infected with the 
tubercle bacillus before the eighteenth year of life. The 
death rate from tuberculosis has decreased nearly one-half 
since 1904, while incidence of infection, or morbidity, 
has remained about the same and our knowledge of how 
it takes place has increased but little. Therefore, in the 
light of our present understanding the paramount issue in 
the tuberculosis problem is not one of guarding against 
infection, but of our mode of living. Do not misunder- 
stand me, I do not think that we should ignore the ques- 
tion of infection, but we should lay most of our stress 
on teaching the individual how to take care of that infec- 
tion and that means how to live. Realizing that, then, the 
precautions that can be taken in a general hospital should 
be sufficient to allay the fears that any internes or physi- 
cians may have regarding the matter. The fear which some 
people have is sometimes laughable. A short time ago | 
was called before the Grand Jury and in the course of 
conversation I invited them out to the sanatorium for 
lunch. They all declined, with thanks. One man said 
that he had been very- brave and had stuck his nose inside 
the door of one of the institutions in Minneapolis; the 
rest would not even do that. That type of phthisiophobia 
is the thing which hinders the treatment of tuberculosis 
in a general hospital. Of course, the emergency case 
should not be transported to the sanatorium, which is 
usually some distance from the city. 
should be given in a general hospital. 

Then there is the doubtful case where a diagnosis is 


Emergency care 


necessary. The general hospital, whether municipal, state: 
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or private, should afford the best diagnostic facilities in 
the community, and while the diagnosis is being made 
the patient can also be receiving in the general hospital 
sanatorium treatment, which is based on rest, fresh air, 
good food and exercise at the proper time. By rest I 
mean bed rest. Certainly you will all agree that a patient 
can be put to bed in a general hospital just as easily as 
jn a sanatorium. The windows can be kept open also, 
thus permitting the good outside air to enter the room. 
The chief benefit to be derived from fresh air is the tonic 
effect due to motion and is much like the tepid bath in 
typhoid. 

Then good food. That, together with fresh air, is the 
greatest stumbling-block in the treatment. A physician 
recently brought his wife to the sanatorium for treatment 
and after a few days he said: “I don’t understand, every- 
one here appears to be well nourished. Just what is there 
to that ‘good food’ slogan?” We then went over the four 
things again and he replied, “At last I see, you mean 
rest is more important than good food and outside air. 
My wife goes to bed and stays there until you say that 
she can get up.” 

McCann of the Belleview Hospital states that in certain 
cases where the temperature has been reduced to normal 
upon a moderate maintenance diet they have had an in- 
crease in temperature and physical findings, together with 
an increase in weight, when their diet was pushed beyond 
the limit for that individual. Physical findings and tem- 
perature increased even though they gained weight on the 
increased diet, thus proving that a gain in weight is not 
always accompanied by a decrease in findings and general 
improvement in the patient. He carried his experiments 
still further and noted a decrease in physical findings and 
temperature upon a return to the moderate maintenance 
diet. 

I agree with Krause when he says that the control of 
the tuberculosis problem is as assuredly non-specific as 
the cause is specific. The great decrease since 1904 has 
not been due to treatment of the active case alone, but 
to the increase in the knowledge of tuberculosis—better 
sanitary laws, higher wages, etc., and the general improve- 
ment in Public Health. 


The general hospital is an ideal place to instruct internes 
and nurses who in turn can disseminate this knowledge in 
their respective communities. 


Dr. A. T. Larrp, Nopeming (closing): I feel very strong- 
ly that the sanitarium alone will never be able to take 
care of all the tuberculous cases. Every patient has to be 
taken care of at his home at some time during the course 
of the disease. We as physicians have practically given 
up the care of tuberculous cases and refer them to sani- 
tariums: and specialists, expecting them to take the entire 
charge of the case throughout the whole duration of the 
history. The diagnosis of tuberculosis requires special 
experience and so does the treatment, and there is now no 
place for the general practitioner to acquire the special 
skill in diagnosis and special skill in treatment which is 
largely a matter of specialist supervision. This opportunity 
should be provided in the general hospital, so that physi- 
cians may be equipped and able to supervise properly at 
their homes cases of this most common disease. 


THE “LOCAL” WASSERMANN REACTION: A 
NEW DIAGNOSTIC AID IN PRIMARY 
SYPHILIS*+ 


D. Stern, M.D., and Harotp Rypins, M.D. 


Minneapolis 


INTRODUCTION 


The importance of a positive diagnosis of syphilis 
in the primary stage is too obvious to require stress. 
Proper treatment before the stage of systemic inva- 
sion is comparable with efficient prophylaxis after 
exposure in saving the patient from the later rav- 
ages of the disease. In every case, the first ques- 
tion confronting the physician is: “Are we dealing 
with a genuine primary chancre?” The subsequent 
treatment and outcome of every case necessarily 
hinges first of all upon the answer to the question 
of diagnosis. In the diagnosis of primary chancre 
the following are of aid: (1) history of exposure, 
with the time of occurrence and the duration of the 
lesion; (2) appearance of the lesion, with satellite 
lymphadenitis or secondary eruption, if present; 
(3) Wassermann reaction on the blood serum; (4) 
finding of Spirocheta pallida under the dark field 
microscope; and (5) the “local” Wassermann reac- 
tion, with which this paper is especially concerned. 
Very briefly, of these five diagnostic criteria, the 
history and appearance of the lesion are usually of 
substantiating but rarely of conclusive value in the 
diagnosis. The occurrence of secondary skin mani- 
festations roughly parallels the appearance of a 
positive blood Wassermann; both indicate the stage 
of systemic invasion and neither is present in the 
majority of cases in the primary stage. The finding 
of Spirocheta pallida under the dark field micro- 
scope is, of course, the most reliable and the single 
undeniable criterion of a primary chancre. When 
carefully searched for by trained observers, Spiro- 
cheta pallida is found in approximately 75 per cent 
of cases of demonstrated primary chancre. Leav- 
ing out of account the “local” Wassermann reac- 
tion, whose value we are about to consider, the 
dark field is the only positive means of diagnosing 
beyond dispute a genuine primary lesion. A nega- 
tive dark field, of course, does not rule out the 





*Presented before the Annual Meeting of the Minne- 
sota State Medical Association, Minneapolis, October, 
1922. 


+From the Department of Medicine and the Division 
of Dermatology and Syphilis of the Medical School, 
University of Minnesota, and the Division of Venereal 
Diseases, Minnesota State Board of Health. 
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diagnosis, though it, too, is of value. In the absence 
of a positive dark field, we have found the “local” 
Wassermann reaction to be the only positive means 
of diagnosing primary lues. 


THE “LOCAL” WASSERMANN 


The “local” Wassermann reaction is simply the 
ordinary Wassermann reaction carried out on the 
serum exuding on the surface of a primary lesion, 
instead of on the patient’s blood serum, which is 
the serum ordinarily employed in the Wassermann 
reaction. 

Within the past year, Klauder and Kolmer' have 
reported studies on the Wassermann reaction car- 
ried out on exudates, transudates, breast milk, etc. 
To demonstrate a local as well as a hematogenous 
origin of the specific complement-fixing antibodies 
in syphilis, these workers performed the standard 
Wassermann reaction in several cases on the surface 
serum of primary chancres. In their own words, 
“these tests yielded almost uniformly a four plus 
reaction. In some instances, positive results were 
obtained before the test appeared positive in the 
blood, which excludes the possibility of the positive 
reaction in the chancre fluid being -due to the 
admixed blood.” Since the completion of our pres- 
ent study, Klauder and Kolmer* have published 
their results on the “local” Wassermann in four- 
teen cases, and have elaborated the suggestion con- 
tained in their first paper of the practical value of 
the “local” Wassermann as an aid in the early 
diagnosis of primary syphilis. We have already 
reported a series of thirty-six cases.* These findings 
will be discussed below in comparison with those 
obtained in the present series of cases. 


MATERIAL AND METHODS OF PRESENT STUDY 


Material.—Most of the cases in our series were 
referred for study through the courtesy of the mem- 
bers of the Department of Dermatology and Syph- 
ilis of the Medical School. The usual clinical data, 
including the time from exposure to the appearance 
of the lesion, the duration of the chancre, the pres- 
ence of satellite or general adenopathy, the occur- 
rence of secondary skin manifestations, the blood 
Wassermann and the dark-field findings, were ob- 
tained in all cases. Except in two cases, in which 
the subsequent occurrence of unquestionable sec- 
ondary eruptions and a positive blood Wassermann 
made the diagnosis certain, the finding of Spiro- 
cheta pallida was taken as the only positive diag- 


nostic criterion of primary syphilis. The negative 
cases were all followed both clinically and through 
blood Wassermann reactions until there was no 
doubt of the non-specific nature of the lesions. 


Technique.—Ordinarily, sufficient serum for the 
reaction exudes from the surface of the lesion with- 
out difficulty. The surface is sponged off with 
normal saline, after which it is gently dried and 
squeezed. The surface serum is collected by capil- 
lary suction in a fine glass tube to the 0.1 c.c. mark. 
If necessary, the surface may be lightly scratched 
with the end of the tube, since a little blood does 
not interfere with the reaction. From one- to two- 
tenths of a c.c. is usually obtainable. One-tenth 
c.c. was employed in all cases, with further dilu- 
tions of one to eight, one to sixteen, and one to 
twenty-four where possible. ‘The routine Wasser- 
mann reaction of the Venereal Disease Division of 
the State Board of Health, the standard anti-sheep 
cell, hemolytic system, using a single non-choles- 
terinized alcoholic extract of human heart for anti- 
gen, was carried out in all cases. 


RESULTS 


Our present series includes forty-three cases of 
demonstrated primary syphilis, and five cases of 
demonstrated non-leutic lesions as negative con- 
trols. For convenience, the cases are divided into 
five groups, according to blood Wassermann find- 
ings, the dark field findings, and the “local” Was- 
sermann findings, as follows: Group 1, twelve 
cases with positive blood Wassermann reactions. 
positive dark fields and positive “local” Wasser- 
mann reactions; Group 2, one case with positive 
blood Wassermann, negative dark field and positive 
“local” Wassermann reaction; Group 3, twenty- 
nine cases with negative blood reactions, positive 
dark fields and positive “local” Wassermann reac- 
tions; Group 4, one case with a negative blood 
reaction, a negative dark field, but a positive “local” 
Wassermann reaction; and Group 5, five non- 
syphilitic cases, with negative blood Wassermanns. 
negative dark fields and negative “local” Wasser- 
mann reactions. (Tables I and II.) 


The value of the “local” Wassermann is perhaps 
most clearly illustrated by a comparison of the 
results obtained with it in these forty-three demon- 
strated cases of primary chancre with the results of 
the blood Wassermann and the dark field, the two 
other positive diagnostic criteria of primary syph- 
ilis. (Table III.) Out of forty-three cases, the 
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CLINICAL DATA 


PRIMARY LESION 


Duration Exposure Adeno- 


Days 


21 
21 
30 


32 
46 


_ 
ywrwuenrnrene 


15 
14 


few 


21 


10 


10 


10 


Days pathy 
27 ~=— Inguinal 
None 
Inguinal 
33 = Inguinal 
General 
25 Inguinal 
General 
Inguinal 
28 Inguinal 
28 Inguinal 
Inguinal 
General 
28 Inguinal 
28 = Inguinal 
28 ~—s Inguinal 
24 Inguinal 
25 Inguinal 
28 ~=—s Inguinal 
24 Inguinal 
General 
None 
21 ~=Inguinal 
General 
Inguinal 
24 Inguinal 
Inguinal 
Inguinal 
28 = Inguinal 
21 ~=Inguinal 
Cervical 
28 Inguinal 
28 ~= Inguinal 
23 ~=Inguinal 
28 None 
28 ~=—« Inguinal 
21 None 
28 = Inguinal 
Frequent None 
21-28 None 
28 =Inguinal 
Frequent None 
28-35 None 
28 None 
8 None 
None 
None 
10 None 
10 None 


Secon. 
Lesions 
None 


None 
None 
Papular 
Macular 
Macular 
Macular 
None 
None 
None 
None 
None 
None 
None 
None 
None 
None 
None 
None 
None 
None 
None 
Macular 
None 
None 
None 
None 
None 
None 
None 
None 
None 
None 
None 
None 
None 


‘None 


None 
None 
None 
None 
None 
None 
None 
None 


None 


None 


Blood 
Wass. 


Pos. 
Pos. 
Pos. 


Pos. 


Pos. 

Pos. 

Pos. 

Pos. 

Pos. 

Pos. 

Pos. 

Pos. 

Pos. 

Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 
Neg. 


Neg. 


Neg. 
Neg. 
Neg. 
Neg. 


Neg. 


Dark 
Field 


Pos. 


Pos. 
Pos. 
Pos. 
Pos. 
Pos. 
Pos. 
Pos. 
Pos. 


Pos. 
Pos. 


Pos. 
Pos. 


Neg. 
Neg. 
Neg. 


Neg. 


Neg. 
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LABORATORY DATA 





Wasser- On Wasser- On 
mann Chancre mann Chancre 
0.1 c.c. 0.0125 ¢.c. 0.00625c.c. 0.004 c.c. 

Pos. Pos. Pos. Pos. 

Pos. Neg. Neg. 

Pos. Pos. Pos. Neg. 

Pos. Pos. Pos. 

Pos. Pos. Pos. 

Pos. Pos. Pos. Weak Pos. 

Pos. Neg. Neg. Neg. 

Pos. Pos. Pos. Pos. 

Pos. Pos. Pos. Neg. 

Pos. Weak Pos. Pos. Weak Pos. 

Pes. 

Pos. Pos. Pos. Neg. 

Pos. 

Pos. Pos. Pos. Weak Pos. 

Pos. Pos. Pos. Neg. 

Pos. Weak Pos. Weak Pos. 

Pos. Pos. Pos. Neg. 

Pos. Weak Pos. Weak Pos. Neg. 

Pos. Pos. Pos. Neg. 

Pos. Pos. Pos. 

Pos. Pos. Pos. Neg. 

Pos. Pos. Pos. Neg. 

Pos. Weak Pos. Weak Pos. Neg. 

Pos. Neg. Neg. Neg. 

Pos. Pos. Pos. Neg. 

Pos. Neg. Neg. Neg. 

Pos. Neg. Pos. Weak Pos. 

Pos. Neg. Neg. Neg. 

Pos. Neg. Neg. Neg. 

Pos. Neg. Neg. Neg. 

Pos. Neg. Pos. Neg. 

Pos. Weak Pos. Weak Pos. Neg. 

Pos. Neg. Pos. Neg. 

Pos. Neg. Weak Pos. Neg. 

Pos. Neg. Neg. Neg. 

Pos. Neg. Neg. Neg. 

Pos. 

Pos. 

Pos. 

Pos. 

Pos. 

Pos. 

Pos. Patient disappeared, refusing treat- 
ment. Came back 9 weeks later 
with secondary florid syphilis. 

Neg. Seven weeks later blood Wassermann 
negative. No symptoms of lues. 

Neg. No symptoms after four months. 
Wassermann negative. 

Neg. No symptoms after three months. 
Wassermann negative. 

Neg. Ten weeks after healing of lesion 
blood Wassermann negative. 

Neg. Nine weeks later blood Wassermann 


negative; no symptoms of lues. 
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TABLE II 


SUMMARY OF RESULTS 
Laboratory Findings: 48 Cases of Suspected Chancre 


Blood Local No. 
Wassermann Dark Field Wassermann of 
Pos. Neg. Pos. Neg. Pos. Neg. Cases 


12 12 12 
1 

29 29 

1 


1 
5 


41 7 43 


TABLE III 


Comparative Results in Diagnostic Methods: 43 Cases of 


Primary Chancre 
Correct Incorrect 

Blood Wassermann 

Positive 30 
Dark Field 

Positive 2 
Local Wassermann 

Positive 


69.8% 
4.7% 


100.0% 0 


blood Wassermann was positive in only thirteen 
cases, or 30.2 per cent, and negative in thirty cases, 
or 69.8 per cent. The dark field was positive in 
all but two cases or 95.3 per cent, and negative in 
only two cases, or 4.7 per cent. The “local” Was- 
sermann was positive in all cases, or 100 per cent, 
not only in the cases with positive dark fields, but 
also in the two cases with negative dark fields, whose 
subsequent course showed them to be primary syph- 
ilis. These results are comparable to those of 
Klauder and Kolmer, who found five cases with 
both positive dark fields and positive local Wasser- 
mann reactions in twelve cases with negative blood 
Wassermanns. 


Effect of local treatment.—The effect of local 
treatment upon the finding of spirochetes under the 
dark field is illustrated by the results recently re- 
ported by Driver.* 
which diagnosis of primary chancre was made, 
ninety-eight, or 57 per cent, had positive dark fields. 
Of these 171 cases, eighty cases gave no history of 
local treatment, with 81 per cent positive dark 
fields, while eighty-one, which had been treated 
locally, gave only twenty-six, or 28.5 per cent, posi- 
tive dark fields. Treatment of the chancre locally 
with an anti-spirocheticide apparently does not in- 
fluence the “local” Wassermann, as illustrated by 


In a series of 171 cases on 


the case of B. H., where the chancre had been treat- 
ed with iodoform, but in which, nevertheless, the 
surface serum still gave a positive Wassermann. In 
this case the dark field also showed spirochetes, but 
Klauder and Kolmer report a case in which the 
“local” Wassermann was positive after the chancre 
had been treated with an anti-spirocheticide, and 
the dark field was negative. In this type of case the 
“local” Wassermann would be the only certain diag. 
nostic finding. Fuentes® reports a similar case, 
treated with peroxide and phenol, in which the spiro- 
chetes were absent but the Wassermann reaction on 
the chancre serum was positive. 


Cases.—Two of our cases are of particular inter- 
est in this connection. H. R. presented himself 
with a history of exposure twenty-eight days previ- 
ously with a genital lesion of nineteen days’ dura- 
tion, and inguinal adenopathy. No spirochetes 
were found in the dark field after careful search, but 
both the blood Wassermann and the Wassermann 
done on the surface serum of the chancre were 
positive. Each positive reaction substantiated the 
other, making a positive diagnosis where either re- 
action alone would not have been certain. In an- 
other patient, A. S., with a history of exposure 
about four weeks previously, and a lesion on the 
corona for about three weeks, but without adenop- 
athy, the blood Wassermann was negative and no 
spirochetes could be found after careful search. 
The “local” Wassermann, however, was positive. 
Because of the negative dark field and blood Was- 
sermann, the patient’s physician advised him not to 
take treatment. He returned in nine weeks, with a 
florid secondary skin eruption and a positive blood 
reaction, demonstrating the correctness of the previ- 
ous positive local reaction. Acceptance of a posi- 
tive diagnosis when the local Wassermann was the 
only positive finding would have spared this pa- 
tient a systemic invasion and a long, expensive 
course of anti-luetic treatment. 


SUMMARY AND DISCUSSION 


The “local” Wassermann reaction, carried out on 
the surface serum of suspected primary chancres. 
is a practicable and valuable aid to diagnosis. We 
do not in any sense suggest this procedure as a sub- 
stitute for the dark field, which should be employed 
in all cases, and must remain the only absolute and 
unquestioned means of diagnosis. But in cases in 
which no dark field is available, in cases in which 
the dark field is negative, and particularly in cases 
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where local treatment with a spirocheticide has 
driven the organisms from the lesion, the “local” 
Wassermann should be employed. In such cases 
it is the only means of making a positive diagnosis 
at the time when such diagnosis is of most value. 
Taking into consideration the possibility of error in 
any series of Wassermann tests, even with the most 
careful technique, our results suggest that the 
“local” Wassermann reaction is positive in as high a 
percentage of cases of primary chancre as the dark 
field microscope. It is vastly more valuable than 
the blood Wassermann in the primary stage, not 
only because it gives a much higher percentage of 
positive diagnoses, but makes the diagnoses in the 
primary stage, when prompt treatment is simple and 
most efficacious. Obtaining the necessary serum 
from the surface of the chancre is not more difficult 
than obtaining the drop for dark field examination. 
In a later communication we hope to report on the 
practicability of using mailing tubes for sending 
very small amounts of serum to distant laboratories 
for the performance of the Wassermann reaction, 
as is now customary for the Widal test. 


CONCLUSION 


I. The “local” Wassermann reaction, carried out 
on the surface sera of chancres in forty-three cases 
of demonstrated primary syphilis was positive in 
all cases. It was negative on the sera from five 
proved non-luetic lesions. 


II. Of these forty-three cases of primary 
chancre, the dark field was positive in forty-one, 
or 95.3 per cent, and the blood Wassermann in 
thirteen, or 30.2 per cent. 


III. Treatment of the lesions with anti-spiro- 
cheticide, even when the spirochetes have disap- 
peared, does not interfere with the reaction. 


IV. In cases where no dark field is available, or 
where the dark field is negative, the “local” Was- 
sermann reaction is the only method for making a 
positive diagnosis of primary chancre. 


V. The “local” Wassermann is a simple and 
practicable diagnostic procedure in primary 
chancre, and the reliability of the results obtained 
is comparable to those obtained by the dark field 
microscope. 
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DISCUSSION 


Dr. H. G. Irvine, Minneapolis: There is not much that 
I can add. The paper is quite complete in findings and 
conclusions and I think the authors should be complimented 
on their work. It is a very important contribution to the 
laboratory work in the diagnosis of syphilis. They claim 
no originality for it. Kolmer practically stumbled on it 
in his routine examination of the body fluids. They did 
their work about the same time but Kolmer early published 
a few cases so his report precedes theirs. 


There are a few points to emphasize. I think it is a 
fact that the laboratory findings are the most important 
single symptom of syphilis for the men in general prac- 
tice. The man who is seeing a large number of cases of 
syphilis can piece together a great many points that go to 
make up the diagnosis, but for the man in general practice 
who does not see so many cases the Wassermann test is the 
best single symptom of syphilis which he has, if the test is 
properly carried out. 


One point in particular which may be of use—and that 
is, taking juice from one of the lymph nodes. There are 
times when the chancre is treated in the very early stages 
and a delay of several days must occur before the dark 
field examination can be made. It must be remembered 
that an early diagnosis can be made by taking some juice 
from the gland itself and examining for spirochete. 


It must also be remembered that the initial lesion is 
often a very small affair that heals quickly and cannot be 
diagnosed, and again lymph can be taken from the gland 
and a diagnosis made in this way in many instances. The 
possibility of making use of this procedure from the stand- 
point of the man out in the state who has not the proper 
equipment for making the dark field examination should be 
followed up. It will take a long time to do this, for there 
are not a large number of initial lesions running around. 
It has taken nearly a year for these men to collect this 
series and it should be worked over for a long time before 
men send in serum from a distance, but the State Labora- 
tory should keep on with this and it is to be hoped that 
something will come out of it. 


Dr. Paut O'Leary, Rochester: Doctor Stern’s paper is 
further evidence of the ability of the venereal division of 
the Minnesota State Board of Health to strike upon addi- 
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tional means of aiding the general practitioner to recognize 
acute syphilis. I fear we do not realize what a progressive 
and active organization the State Board is under Dr. Ir- 
vine’s direction. It is one of the most, if not the most, 
active organizations of its kind in this country and one 
that we should be very proud of, and that we should use 
to our full advantage. 


The paper impressed me as being important in that, first, 
one hundred per cent positive reactions were obtained on 
the primary lesions; and, secondly, that local treatment of 
the lesion apparently did not interfere with reaction in 
any way; and, thirdly, the effort made to make the collect- 
ing of the serum and the reporting of the test both easy 
and rapid. Particularly is this test of value when we rea- 
lize that only thirty per cent of primary lesions will give 
a positive dark field, and that an additional fifty per cent 
will give a positive dark field on aspiration of the adjacent 
glands. The remainder of the cases heretofore have been 
compelled to wait for secondary symptoms or similar con- 
firmatory evidence on which to make a diagnosis. 


The use of the rubber band as a tourniquet applied above 
the lesion and allowed to remain on for about five minutes 
will in a great majority of instances cause an oozing of 
serum which can be readily collected. I believe that the 
use of such a device will obviate the difficulty of obtaining 
a specimen of serum. 

The possible percentage of false positive reports obtained 
upon the fluid of these lesions will require further study. 
It probably will be very small when we realize the con- 
servative technic used by the State Board laboratory and 
the fact that one hundred per cent positive reports have 
also been reported by Klauder and Kolmer in their original 
work on this subject. 

Dr. Henry Micuetson, Minneapolis: The work brought 
forth is of especial interest to the general practitioner, for 
it furnishes him a method of precision for making a diag- 
nosis on a case presenting a penile lesion. I think the 
chief difficulty in the majority of instances is that the physi- 





“We should study every field of therapeusis with 
our scientific methods and extract from each field 
the things that are serviceable and worth while. 
The only cure for the quack who now adds so much 
to the sum of human woe is to train our medical 
students to do their work so well and to get the 
medical profession to unite so thoroughly in their 
administration of prevention and relief that every 
member of our human society gets his share. We 
cannot afford to take care of only the very poor who 
appeal to our sympathies and of the well-to-do who 
can pay us well for our services. We must organ- 
ize the medical services of our community so that 
all may be offered the advantages of modern medi- 
cal science. We must remember that the sick man 
is a social unit. He needs help for himself physical- 


ly and mentally and for his family. We must estab- 
lish the proper relationship of the sick individual 
to the community and be the connecting link in this 
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cian attempts to make the diagnosis too hurriedly. Mos 
men seeing a penile lesion feel that the patient demands 
that something be done immediately. They therefore make 
the most accurate clinical diagnosis that they are able to 
make and if that diagnosis is against syphilis they apply 
some caustic which greatly changes the clinical aspect of 
the sore. A better procedure, when in doubt, is to apply 
a normal saline dressing and carefully observe the lesion 
from day to day. This allows one to leisurely make micro. 
scopic and serologic tests and, what is all-important, make 
an accurate clinical diagnosis. 

The dark field is not safe equipment in the hands of q 
man who is not constantly looking for spirochetes. Smears 
should be used more often. The newer staining methods 
of Warthin make direct smears of real value. Another 
method which gives accurate, but not conclusive informa. 
tion, is excision of the lesion—placing the tissue in 10 per 
cent formalin solution and submitting to a 
pathologist for sectioning and examination. 

The local Wassermann is rather new. I see no reason 
why enough serum cannot be collected for sending to the 
laboratory—for one of the characteristics of a chancre is 
its ability to ooze freely. If then, it can be conclusively 
proven that the local Wassermann becomes positive earlier 
than the blood-serum Wassermann, then its value will be 
great, for the blood-serum Wassermann is not a great aid 
in the early diagnosis of penile lesions. The chancre ap- 
pears about three weeks after infection, while the blood- 
serum Wassermann does not become positive before the 
thirty-fifth to forty-second day after infection. Therefore, 
valuable time may be lost waiting for a positive serum. 
The local exudation contains both an antigen and an am- 
boceptor, which fact may throw some light on the source 
of the Wassermann. 

Dr. D. Stern, Minneapolis: Dr. Irvine called attention 
to doing a Wassermann test on the serum from the lymph 
nodes. This has been done and found uniformly positive, 
but we did not think it necessary to include it in the 
paper. 


dermato- 





relationship. Finances is only a small portion, al- 
though the most obvious one, of this relationship. 
We have the knowledge, we have the organization, 
we have the traditions of prevention and treatment. 
The problem is in our hands. I think that we can 
rely upon the medical students now in our medical 
schools if they are given the proper guidance. Their 
quality is excellent. I doubt if there is any better 
aggregation of brains in the country. The training 
required for the degree of Doctor of Medicine in 
a first class medical school today exceeds that for 


the degree of Doctor of Philosophy. These men 


and women are capable of meeting the problems [| 
along the lines suggested in the near future if we | 
will lay the basis now.”—Extract from address by © 


Dr. Ray Lyman Wilbur, President-elect of the | 
A. M. A., at annual meeting of the California State 
Medical Society, May 16, 1922. 
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RESULTS OBTAINED IN ELEPHANTIASIS THROUGH KONDOLEON OPERATION 


THE RESULTS OBTAINED IN ELEPHANTIASIS 
THROUGH THE KONDOLEON OPERATION* 


Wa ter E. Sistrunx, M.D. 
Section on Surgery 


Mayo Clinic, Rochester, Minnesota 


Five years ago | presented a paper before this 
Society describing the Kondoleon operation for 
elephantiasis and reporting three cases in which 
operation was performed by this method. I have 
now operated on forty patients and wish to report 
the end results obtained. 


Experience with this number of cases leads me 
to believe that the Kondoleon operation may be 
looked on as a definite means of controlling the 
progress of elephantiasis, although it is not always 
possible through it to restore the limb entirely to 
normal. Until this operation was suggested, little 
could be accomplished in treating elephantiasis and 
in the majority of patients the disease slowly pro- 
gressed until the limb became tremendously en- 
larged and deformed. 


Elephantiasis is probably caused by a strepto- 
coccic invasion of tissues, and usually develops 
in tissues in which there is lymphatic or venous 
obstruction. In many of our cases a history of 
such an obstruction has been obtained. Follow- 
ing the obstruction lymphedema usually develops, 
and after a lymph stasis is present in a limb in- 
fection in the tissues seems more probable. A 
history of definite infection through an open wound 
has been obtainable in a number of instances. In 
certain cases injury to the limb with probable 
phlebitis preceded the disease. In others no etio- 
logic factor could be obtained. 


All the patients operated on gave histories of 
lymphedema which preceded the elephantiasis. If 
lymphedema is allowed to exist without efforts to 
control it by means of bandaging, and so forth, 
the edema usually increases slowly and in certain 
cases, probably through infection, a tremendous 
increase in the fibrous tissue elements of the skin, 
subcutaneous tissue, aponeurosis and superficial 
lymphatics occurs until the condition gradually 
changes to one of elephantiasis. 


_*Read before the Minnesota State Medical Associa- 
tion, Minneapolis, October, 1922. 
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Many patients with elephantiasis eventually de- 
velop recurring attacks of erysipelas and each of 
these attacks tends further to increase the difficulty 
in drainage, probably because of destruction of 
lymphatic vessels and increase of the fibrous tissue 
elements of the skin and subcutaneous tissue. 


Elephantiasis involves only the superficial tis- 
sues, and even in advanced cases the tissues lying 
In 1912 
Kondoleon, following ideas previously advanced 
by Lanz, Oppel and Rosenow, conceived the idea 
of treating elephantiasis by connecting the deep and 
superficial lymphatic systems by the removal of a 
large amount of aponeurosis. He also removed 
as much skin and superficial fat as could be re- 
moved and still allow closure of the skin edges. 
The deep aponeurosis separates the deep and super- 
ficial lymphatic circulations, and after it has been 
partically removed and the skin allowed to drop 
down on the muscles, new blood vessels and new 
lymphatics form. These new vessels connect the 
two circulations, and the deep circulation thus 
drains the stagnated lymph from the superficial 
one. 


beneath the aponeurosis are normal. 


The operation is usually performed as follows: 
A long modified elliptic incision, which includes the 
skin to be sacrificed, is made on one side of the 
affected limb. On the outer aspect of one of the 
lower extremities this incision extends from the 
crest of the ilium to a point a little below the ex- 
ternal malleolus of the fibula. Then, in order to 
facilitate a wide removal of the subcutaneous fat, 
the skin is reflected on each side of the incision for 
a distance of about 3.75 cm. (Fig. 1). The skin 
is retracted and underneath each of the edges of 
reflected skin a long incision is made through the 
edematous subcutaneous fat down to and includ- 
ing the aponeurosis. 
most parallel with the original skin incision. In- 
cluded between them is a quadrilateral piece of 
edematous fat and aponeurosis. At their upper 
ends the two incisions through the aponeurosis are 
connected by a transverse incision (Fig. 2). The 
tissues to be removed are now free except for the 
attachment of the aponeurosis to the underlying 
muscle. By traction on the tissues to be removed 
it is easy to dissect the aponeurosis from the muscle 
throughout the length of the entire limb and to re- 
move in one long piece the skin, edematous fat and 
aponeurosis (Fig. 3). A number of vessels which 
tend to bleed profusely are encountered; these are 


These incisions are made al- 
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controlled temporarily with forceps. After the tis- 
sues have been removed these forceps are taken 
off, and surprisingly few of the vessels will be 
found to need ligature. The wound is closed with 
interrupted silkworm gut sutures, without drain- 
age. It is usually necessary to perform a similar 
operation on the opposite side of the limb. The 
incision for this second operation should extend 
from the extreme upper portion of the inner surface 
of the thigh down to a point a little below the in- 
ternal malleolus of the tibia. 

My experience in operating for this disease has 
brought out certain facts which should be borne in 
mind in attempting to obtain the best results. The 


Ineovsvon through 


sible to obtain further improvement by a subse. 
quent operation for the removal of diseased tissue 
and obstructed lymphatics. We have found that 
much is to be gained by the continued removal, if 
necessary, of thickened and deformed areas. The 
repeated incision of such areas eventually removes 
large amounts of diseased tissue and allows the 
formation of new blood vessels and lymphatics, 
which assist in draining the affected limb. Op. 
erations of this type were probably first recom. 
mended by Rogers of Milwaukee. 

Considerable shock follows the operation in some 
patients, probably on account of extensive injury 
to sensory nerves and because of bleeding, and for 





superfreral fa 





Figure 1. 


Incision used on the outer surface of thethigh and leg. Dotted lines A and B show extent to 


which the skin is reflected for the removal of subcu-taneous fat. 


ease with which the operation may be performed 
is increased if means are first taken to allow the 
edema to subside. If the patient is placed in bed 
with the limb elevated and firmly bandaged, and 
is kept in this position for ten days or more, the 
limb usually diminishes considerably in size and 
the tissues become softer. It is then easier to de- 
termine at operation the amount of skin which may 
be sacrificed and still permit satisfactory closure 
of the skin edges, and it also appears that the vas- 
cularity of the parts is diminished by such pre- 
operative treatment. Many patients seek medical 
aid at a time when a low grade streptococcic in- 
fection is present in the tissues and it seems espe- 
cially important in such cases that preoperative 
treatment of the type mentioned should be used 
until the redness and evidences of active inflam- 
mation in the tissues have subsided. 


When patients do not obtain a satisfactory re- 
duction of the limb by the first operation it is pos- 


this reason it seems wiser in extensive cases to per- 
form the operation on one side of the limb only. 
The opposite side may be operated on ten or twelve 
days later. To diminish shock, patients are given 
\ grain morphin, before operation, and after op- 
eration are treated as in shock; the head is lowered, 
external heat is applied, and subcutaneous salt 
solution and repeated hypodermics of morphin are 
administered. 


Patients should bandage the limb for an indefi- 
nite period following the operation. This usually 
controls the swelling, even when patients are up 
and around, whereas such a procedure before the 
operation would have failed to control the swell- 
ing. Should the limb swell too much in spite of 
the bandaging, the patient should be advised to 
stay in bed for periods of a week at a time, or 
longer, and during this time to keep the limb ele- 
vated and firmly bandaged. Such treatment usual- 
ly diminishes the edema and, after this has disap- 
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peared, bandaging more effectively prevents fur- 
ther swelling. 


Before operating it is advantageous to have a 
distinct understanding with patients regarding the 
prospects for cure. They should clearly under- 
stand that although the size of the limb will be 
diminished by the operation, a perfectly normal 
limb is not to be expected; that the operation is 
being done to control a disease which, if left un- 
treated, will grow progressively worse, and that it 
will be necessary to keep the leg bandaged for an 
indefinite period following operation. 


I have operated on several patients who have 
been unsuccessfully operated on by other surgeons, 
and in each instance a good result was obtained by 
the second operation (Figs. 4-9). The first op- 
eration failed probably because the surgeon had not 
observed the principles which I have outlined. 

Several patients developed recurring attacks of 
erysipelas some time after operation. 
a streptococcic vaccine should be administered over 
a long period of time and any foci of infection 
which might be present should be eradicated. 

Thirty of the forty patients operated on obtained 
good results. The remaining ten were improved. 
I believe thateby means of further operative pro- 
cedures a good result could be obtained in each of 
these. 


In such cases 
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Figure 2. A, method used to facilitate the removal 
of a large amount of subcutaneous fat. After the in- 
cision has been made the skin and a small amount of 
fat are reflected in order that a larger amount of fat 
may be removed. B, cross-section of A. 
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Figure 3. 


Skin, a large amount of subcutaneous fat,and aponeurosis removed in one 

































Figure 4. (Case A308040.) Anterior view 
tient on admission to the Clinic, March 5, 1920. 
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Figure 5. Same as Figure 


Figures 6 and 7. (Case A308040.) Following the third operation (June 11, 1921), 
except for about 3 cm., healed by first intention. The ireas near the ankle sloughed. 


nd the ankle in good condition. 





OPERATION 





4, lateral view. 


the wound in the thigh, 
July 14 the patient left 
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“the limb especially down toward the foot. 
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DISCUSSION 


Dr. Ropert Emmett Farr, Minneapolis: I would like 
to ask Dr. Sistrunk two or three questions based upon a 
small experience of my own in these cases. While he was 
speaking it occurred to me that if I could practice four 
hundred years longer | would have as many cases as he has 
had. I think certain forms of this disease are probably 
due to some sort of infection. Handley found a number 
of cases due to the staphylococcus aureus, and obtained 
good results from vaccines. That is one point I want to 
ask him about, namely, if he has obtained any evidence 
with regard to the etiology. In the second place, how 
much trouble has he had following operation, from pain in 
The cases I 
have seen complained bitterly after operation. 


Another trouble we had, which was due to faulty technic. 
perhaps, was the separation of the skin from the muscle 
by the secretion of a large amount of fluid. 
it was absolutely impossible to hold the skin in contact 
with the muscle. The spaces would fill up with edema. 
although we had her hanging practically with the limbs 
up in the air at an angle of forty-five degrees. After 
several weeks we aspirated a large amount of fluid from 
the pockets. She improved, and while the result was not 
good, it was fairly satisfactory. 


In one case 





Figure 8. (Case A41167.) 
operation and three months after operation. 
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Anterior views before 









Figure 9. 


(Case 
and after operation. 


A228071.) Anterior views before 


Dr. W. E. Sistrunx, Rochester (closing): With regard 
to the etiology of elephantiasis, it is generally thought, al- 
though it has not been definitely proved, that elephantiasis 
is produced by a chronic infection in the tissues. This 
infection, certainly in the majority of cases, occurs in 
lissues in which a lymphatic or venous obstruction is pres- 
ent. For a long time it was thought that elephantiasis 
was usually caused by filariasis, but now it is believed that 
filarial infections produce lymphatic obstruction and, fol- 
lowing this obstruction, secondary infection occurs which 
produces the change in the tissues which we call elephan- 
tiasis. 


When recurring attacks of erysipelas develop following 
the operation, patients are best treated by the repeated 
administration over long periods of time of a strepto- 
bacterin vaccine. In such cases every effort is made to 
prevent lymph stasis by bandaging the limb. With a lymph 
stasis patients seem more liable to harbor infections. For 
instance, in cancers of the vulva and penis, where the 
inguinal and femoral glands are thoroughly removed at 
operation, a lymph edema often develops. In many of 


these cases, probably on account of the lymph stasis, 
erysipelas will develop in a few months following the 
operation. 


In none of the patients upon whom I have operated has 
a drainage of lymph from the wound following the opera- 
tion been noticed. Perhaps this occurred in Doctor Farr’s 
cases because he drained the wounds primarily. In all the 
patients upon whom I have operated, I have closed the 
wounds without drainage and after operation I have applied 
a firm bandage in order to try to rid the limb of any 
edema which was present. 


I think Doctor Farr is correct in regard to the fact that 
we sometimes see pain in the ankle following operation. 
I have noticed this in some of my cases, but this pain 
usually disappears after six months or a year. 
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THE CAUSES, REPAIR, AND MANAGEMENT 
OF CASES OF POSTOPERATIVE HERNIA* 


ARTHUR E. Benyamin, M. D. 
Minneapolis 


Hernia too frequently follows a laparotomy. 
Men who undertake surgical work and perform 
laparotomies should try to avoid this unfortunate 
result by every means possible. 

Postoperative ventral hernia may be due to: 

1. Incomplete preparation of the patient for a 
laparotomy. 

2. Imperfect and incomplete closure of the peri- 
toneal incision. 

3. Non-identification and improper approxima- 
tion of the supportive structures. 

1. Destruction of the tissue from tying the su- 
tures too tightly. 

5. Employment of improper suture material for 
the various structures. 

6. Careless and rough handling or traumatism 
which promotes adhesions, stasis, and possibly ,in- 
fection. 

7. Excessive intra-abdominal tension. 

A. Gastric dilatation. 
B. Intestinal or colonic distension or ileus. 

8. Persistent vomiting. 

9. Lack of surgical cleanliness. 

10. Retention of exudate or blood with infec- 
tion in the region of the wound from incomplete 
drainage. 

11. Unwisely chosen incision in the presence of 
infection. 

12. Excessive or prolonged drainage in septic 
cases. 

The preparation of the average patient for a 
laparotomy should consist in limiting the diet for 
a few days previous to the operation to foods that 
will easily digest. All the vital organs, including 
heart, kidneys, and lungs, should be in as nearly 
normal condition as possible and the gastrointesti- 
nal tract performing its function properly, with 
no undue distension of the stomach or intestines 
The administration of 
a mild laxative such as mineral oil for days or 


with gas or waste products. 


weeks in advance—in some cases—and the use of a 
digestive and intestinal antiseptic may be called 





*Presented before the Annual Meeting of the Minne- 
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for occasionally. Where there has been stasis or 
toxemia from waste product retention, the colon 


should be flushed out daily. 


Abscessed teeth or badly diseased tonsils had 
better be removed before a severe abdominal opera- 
tion, and the mouth kept in a clean condition. 

In performing a laparotomy, it is unnecessary to 
say that any undue traumatism should be discour- 
aged. Traumatism or injury to the peritoneum or 
intra-abdominal organs invites adhesions and post- 
operative ileus with frequent distension and a strain 
of the suture line, which has occasionally resulted 
in postoperative hernia. The writer believes there- 
fore that prolonged use of self-retaining abdominal 
retractors in an operation with a limited distribution 
of pressure as found in wire or narrow retractors is 
inadvisable. 
to wall off the abdominal cavity is used instead of 
gauze. ) 


In closing the peritoneum, the writer has con- 
cluded that chromic catgut is better than plain cat- 
gut because the plain suture is occasionally ab- 
sorbed too quickly, allowing the intestine or omen- 
tum to become adherent to the superimposed muscle 
or fascia and making it possible for hernia to occur. 
Continuous chromic catgut passed back and forth 
turning the raw edges of the peritoneum upward 
and outward is the usual manner of closure. 
(Fig. 1.) 
side, it is caught from beneath and the posterior 
sheath of the rectus and the muscle included. The 


Where the peritoneum is thin on one 






























































Fig. 1. (A) Stitching up peritoneum. 


(Doyen). 





(For a similar reason a rubber dam. 





(B) Cross 
section of peritoneum with edges turned outward 
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opposite side is to be brought up to this point. 
Care should be taken in closing the peritoneum that 
no fat or omental tissue crowds through the suture 
line, and that none of these structures are caught 
by the suture. A spatula held just below the suture 
line in placing the peritoneal stitches assists in a 
more nearly perfect technique. 


To use a very rapidly absorbable material for 
supportive structures such as the muscle and fascia, 
invites a separation of these structures in case there 
is much intra-abdominal tension. It is obviously 
necessary, therefore, to select a more permanent 
suture such as chromic catgut for the purpose of 
maintaining the support a sufficient length of time. 

When sutures are drawn too tightly, there may be 
a strangulation of tissue and weakening of the wall, 
and in some instances infection results from an 
exudate which collects when the tissues are so irri- 
tated. 

An overlapping of the wall may be indicated 
where the supportive structures are very thin and 
attentuated. The posterior sheath of the rectus is in- 
cluded with the stitch used to close the peritoneum. 
The abdominal muscles are included with a deep 
running stitch and the superficial turn includes the 
fascia, which makes a direct approximation of this 
structure. The structures should be positively iden- 
tified and the fat layer dissected from the fascia 
unless a positive approximation is not interfered 
with by the fat layer, the inclusion of fat between 
the muscle or fascia may prevent union and cause 
a hernia. 


The fat layer, when thick, is brought together 
with plain catgut and this area drained with a few 
split rubber tubes to carry off the exudate or blood 
that accumulates, thus avoiding in many instances 
the collection of a culture media which might aid 
in wound infection. 


Any excessive intra-abdominal tension from pro- 
longed gastric dilatation is dangerous. In many 
cases the stomach tube is used before the patient 
leaves the operating table and thereafter every two 
to six hours when there is nausea, vomiting, distress 
from dilatation or with rapid pulse from this cause. 

The use of mineral oil following lavage is found 
well tolerated and is placed in the stomach through 
the tube; this facilitates the restoration of the nor- 
mal function of the intestinal tract. The colon like- 
wise should be kept empty so that the contents from 
above may more readily continue down the: intes- 
tinal tract. When operating upon an abscess in the 
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abdominal cavity, the point of selection for the in- 
cision should be chosen wisely so that drainage 
will be perfect and there will be little or no de- 
struction of muscle fibre, and, where possible, the 
abscess should be opened through a muscle split- 
ting incision. The amount of drainage material 
should be limited and drainage facilitated soon 
after the operation, by turning the patient on the 
abdomen, so, by gravity, the drainage may be more 
perfect. It has been demonstrated time and again 
that this position gradually becomes more com- 
fortable to the patient; the gases pass more readily, 
there is less interference from pus within the abdo- 
men on account of this drainage, and in conse- 
quence diffuse peritonitis or bowel obstruction is 
less likely to develop. Drainage can be discon- 
tinued earlier and the cavity sterilized by Dakin’s 
or other solutions. In some instances, bismuth 
paste can be placed in the cavity later. This all 
tends to a more rapid closure of the wound and 
with less possibility of hernia. 


Postoperative Hernia.—Greater care should be 
exercised in the preparation of a case for operation 
on a postoperative ventral hernia than in the ordi- 
nary laparotomy. All the precautions mentioned 
for a primary laparotomy should be observed in 
the preparation and operation, and after-care of a 
case of ventral hernia. In addition, extra precau- 
tionary measures should be employed especially to 
prevent postoperative ileus, intra-abdominal tension 
or peritonitis; because many of these cases already 
have a great many adhesions of the omentum and 
The abdominal 
cavity is lessened in capacity and the portion lying 
within the hernial sac after the operation has to be 
confined to the limited space within the abdomen, 
which necessarily increases the angulation of in- 


bowel which require separation. 
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testine and the consequent intra-abdominal tension. 

It is imperative in every case of large ventral 
hernia (Fig. 2) to put the patient to bed for a time 
until one is able to reduce the hernia and demon- 
strate that it can be contained within the abdomen 
before operation. When there are many adhesions 
to the hernial sac or ring, this may not be possible. 

The function of the kidneys and action of the 
heart should be thoroughly analyzed and the chem- 
istry and clotting time of the blood determined in 
exceptional cases in order to administer the neces- 
sary preoperative remedies. This tends to make 
operative procedures less hazardous, as the extent 
of the operation is very great and the risk corre- 
spondingly increased. 

Many of these hernias may be operated upon with 
a local anesthetic, which is preferred by some sur- 
geons. The author, however, believes that the com- 
bination of local, gas and ether anesthesia is fully 
as satisfactory in the average case, and the dis- 
turbance no greater and the convalescence is as 
satisfactory as a rule. 

The incision is usually a longitudinal one, and 
is made in such a way as to remove the excessive 
skin and unnecessary fat layer. In some, the trans- 
verse incision is selected. The surgical work should 
be done rapidly, carefully, and gently, without un- 
necessary traumatism or pressure. There must be a 
positive identification and separation of the fascia 
from the superimposed fat. The peritoneum and 
abdominal muscles as well as fascia are left intact, 
and not separated. The weak or hernial portion 
of the wall is strengthened by lapping it over the 
opposite portion and the one side stitched beneath 
the opposite side in the manner illustrated (Fig. 3) 
usually with double chromic No. 1 suture, includ- 
ing all the layers. In this manner the cut edge 
of the fascia is turned up and outward, allowing no 
raw surface within the abdomen. Supplementary 
sutures of silkworm gut fasten the two walls firmly 
together by a mattress suture which passes through 
‘the fat and skin layer and tied over rolls of gauze. 
These are placed in sufficient numbers to firmly 
fix the two supportive layers together and to take 
the strain off the other suture lines. The edge of 
the upper flap is then stitched to the fascia of the 
lower flap in a firm manner (Fig. 4). The spaces 
above the fascia are drained with flat rubber tissue, 
allowing no exudate or blood to accumulate, which 
might impair the healing of the walls or result in 
a wound abscess. 
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It is necessary to limit the amount of raw sur- 
faces within the abdomen so that when the intes- 
tines are closely confined there is no greater possi- 
bility for adhesions to occur and distension to arise, 
which would invite a failure in the operative work. 
By carefully covering a!l raw surfaces and perhaps 
the use of sterile vaseline on any doubtful areas 
and the engrafting of omental sections in others, 
minimizes this possibility. 

All disabling adhesions which have been inter- 
fering with the normal function of the intestine 
should be separated at the same time, thus favoring 
intestinal peristalsis. When all these preliminary 
precautions are observed and care in operating is 
followed, it is seldom necessary to use a fascial 
transplant or McGavin’s filigree to close the gap. 

Gastric lavage is here more frequently performed 
while the patient is on the table than in the ordinary 
laparotomy, which lessens the possibility of post- 
operative vomiting and gastric distension. This is 
followed by other washings as indicated. A safe 
rule is to perform gastric lavage daily if there is 
abdominal distension. Pituitrin is occasionally re- 
sorted to when an enema is administered. Mineral 
oil is given quite freely and is usually well tolerat- 











Fig. 3. Repair of postoperative hernia—first row. 
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ed. The position of the patient is changed every 
three or four hours, which assists in evacuating 
trapped areas of gas in the intestines. The foot 
and the head of the bed are alternately elevated 
The 


patient is encouraged to assume the face position 


and the patient changed from side to side. 


early after operation, which position is voluntarily 
taken later, when comfort and relief are experi- 
enced. 


The diet is liquid and of limited amount. Very 
gradually one should feel his way in recommend- 
ing food so that no disturbance or distension results 
from its administration. 


The convalescent period is followed up with a 
gentle and gradually increasing number of exercises 
to give tone to the abdominal and other muscles. 
An abdominal support is recommended for some 
time. 
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Dr. Earte R. Hare, Minneapolis: I have enjoyed this 


paper of Dr. Benjamin, and I wish to say that I can sub- 
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Fig. 4. Repair of postoperative hernia—second row 
tied over gauze. 


scribe to practically everything he has said in the paper. 
I believe the best way to prevent a postoperative hernia is 
the proper closure of the abdominal wound. First, the 
proper selection of the right type of incision, and I believe 
that, as a rule, we pay entirely too little attention to the 
proper selection of the right type of incision, and by that I 
mean we should pay more attention to the anatomical struc- 
tures involved when we make the incision by preserving as 
nearly as possible and by replacing them as nearly as pos- 
sible in their normal relations after the operation; then we 
will to a great extent avoid the possibility of postoperative 
hernia. 


Dr. Benjamin has addressed himself to a good many 
things as the cause of postoperative hernia, and among 
them incomplete closure of the peritoneum, which is a most 
important factor in the development of this hernia. Unless 
the edges of the peritoneum are accurately closed, unless 
there is absence of any interstices of any kind, the omentum 
by a little increase of the intra-abdominal pressure will be 
forced out between the layers of the peritoneum, and the 
beginning of a hernia is at once established. 


He has spoken about the improper approximation of the 
supporting structures. I believe it is necessary in the 
closure of the abdomen in every instance to approximate 
accurately the corresponding structures on the two sides 
of the incision. In that respect I would disagree with Dr. 
Benjamin’s conclusions in midline hernia where he over- 
laps the entire structure or thickness of the abdomen. If 
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believe that is, as a rule, not the best way because it is 
almost impossible to bring a thickened structure into suf- 
ficiently close apposition with the peritoneum to prevent 
these little interstices through which the omentum will! 
crawl or through which some of the structure lying in the 
abdomen will force its way out, and thus begin a new 
hernia. 


I have already intimated that I believe in the preservation 
of the structures. I believe it is highly important to pre- 
vent destruction of the nerve filaments in the muscles. If 
one nerve filament be destroyed, I believe collateral fila- 
ments will be established and the muscle tonicity will be 
maintained after the closure of the abdomen. If we de- 
stroy two or three or even four branches, as we do occa- 
sionally, not infrequently all the nerves of the muscles, in 
the rectus for instance, there will be no re-establishment 
of the collateral nerve supply, and there will be a lack of 
tonicity in the muscles which will allow of weakness of the 
abdominal wall following operation with the possibility of 
the development of postoperative hernia. Where there is 
pouching of the abdominal wall normally, there is greater 
likelihood of the development of hernia, and this will fol- 
low postoperative work. If we properly select the type of 
incision, if we are careful to maintain the anatomical struc- 
tures, if we are very careful to reapproximate them after 
operation, if we avoid infection, we will have a minimum 
number of postoperative hernias developing, and I believe 
that the best way to cure a postoperative hernia is to pre- 
vent its development. 


Dr. ARNoLD Scuwyzer, St. Paul, Minn.: There is one 
point I wish to make in regard to large hernias, especially 
above the navel, where there is much eventration, where 
there is a great deal of tension. This point is that it is 
important to operate, if possible, under local anesthesia. 
I have operated on quite a number of these cases and have 
been impressed with the importance of doing the work 
under local anesthesia. First of all, the operation is long, 
and second, you often have the feeling that the wound will 
not stand severe vomiting after suturing. 


There is one subject that has not been touched on, and 
that is, how do we operate in a case of hernia due to an 
infection in the wound? These are the most frequent 
If we operate too soon, say two or three months 
afterward, we have enough infection in the tissues to cause 
a mishap, and especially if we rely on the use of catgut 
alone. (Dr. Schwyzer then demonstrated on the blackboard 
his method of dealing with postoperative hernia.) Lateral 
double-looped silkworm sutures are here of good use espe- 
cially in fat persons. They give firm support and do not 
compress the skin and fat of the wound edges, thus avoid- 
ing possible necrosis. 


cases. 


Dr. R. E. Farr, Minneapolis: I want to refer to one 
point in technic in relation to the closure of these large 
umbilical hernia, where we want to make a lipectomy. 
Recently we have been using this technic: subdermal infil- 
tration along the line of the upper incision, then making 
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an incision immediately following this subdermal injection, 
turning a layer down from above and exposing the fascia, 
and directly under the eye making a subfascial infiltration, 
going on with dissection, freeing the mass from above, and 
by that time we find we have anesthesia from below with 
fifty per cent less of the solution than we were formerly 
able to use. 


The other point I want to discuss is the question of clos 
ing abdominal hernia in which the patient has had several 
operations in one region or sloughing in that region from 
prolonged drainage or what-not. In those cases, especially 
in the upper abdomen, we have devised and made use of 
the pedicle flap instead of a transplant of fascia. In some 
of these cases the opening is as large as your hand, with 
no peritoneum, not a single thing with which to close the 
defect. We lift up the skin of the chest wall in those cases, 
make a rectangular flap with base below, taking a good 
deal of the intercostal muscle with it, and the edges of the 
flap will be bleeding when we sew it into place, showing 
that it has good circulation. We may turn the flap in that 
direction or take a flap diagonally and turn it across diag. 
onally from either or from both sides. In many instances 
we may make a rectangular pedicle flap and have the cir. 
culation intact, and thus do not place upon our flap as 
great a handicap as when we make the transplant. We 
know an entirely separate fascial transplant which will 
grow under perfect conditions, but the margin of error is 
greater than in the method I suggest. 


Dr. A. E. Benyamin, Minneapolis (closing): In regard 
to Dr. Hare’s suggestion that we do not stitch these flaps 
together and should separate them, I would agree with him 
in most instances, but there are cases where we have mul- 
tiple hernia and where the flap is so thin we cannot very 
well identify the tissues, and in such cases especially we 
should do overlapping. In all primary laparotomies identi- 
cal tissue should be sewed together unless it is very thin 
and we have to strengthen the wall. 


I believe, in operating, nerve fibers should be avoided a3 
much as possible because we will get a hernia where they 
are greatly injured. 


Dr. Farr mentioned hernia followed infection. I have 
mentioned that in my paper, but did not read it. This 
suture, which he has illustrated, is something similar to 
that I used years ago and in which I would include fascia. 
muscle and skin, in a figure 8, but in closing, I was not 
always sure the fascia was properly approximated. I would 
not be certain that I might not have in between the fascia 
some fat or tissue which would prevent healing. So I gave 
it up and used a separate suture for that layer. Placing 
the sutures on one side, in this way, you can drain the fat 
layer, which has the same effect as the suture I have used 
before. You can leave the fat layer open and drain the 
space freely. 


Local anesthesia we have used in nearly all of these cases 
in the first part of the operation, but gas or ether when 
we are separating badly adherent or scar tissues. 
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CHRONIC INTESTINAL INDIGESTION IN 
EARLY CHILDHOOD* 





Roop Tay or, M.D. 


Children’s Clinic of Minneapolis, 
Abbott Hospital 


Minneapolis 





Chronic intestinal indigestion occurs frequently 
in early childhood. The writer has notes on forty- 
three cases seen in the last three years. It is on 
this material that he has based the present paper. 
The cardinal symptom is the passage of excessive 
amounts of fecal material. The causes are: (1) 
retarded development of the digestive system; (2) 
infections outside the alimentary tract; (3) mal- 
feeding. 

Let us consider these three causes in more detail. 
We consider that retarded development of the diges- 
tive system is present when in otherwise normal 
babies the administration of cereals and vegetables, 
beginning at the age of seven months, is followed 
by symptoms of indigestion. A chronic indigestion 
occurs in these exceptional children when they are 
fed according to the usual rule and not according 
to their digestive ability. The infections which 
most frequently impair the child’s digestive power 
are those of the pharynx and middle ear. An acute 
diarrhea due to parenteral infection of this sort 
may be the precursor of the indigestion, or the in- 
fection may be of a more chronic type,—chronic 
otitis media, chronically infected adenoids, chronic 
suppurative non-tuberculous adenitis; all these have 
shown themselves in causative connection with 
chronic indigestion. As regards the third cause, 
malfeeding, the range of foods which the normal 
child can digest is so great that malfeeding alone 
seldom serves as a principal factor. 

Chronic intestinal indigestion exists in two types. 
In the first there is an intolerance for carbohydrate. 
Diarrhea occurs when cellulose or starch or sugar 
approach their usual proportions in the diet. When 
these are omitted, the child improves. As a rule, 
this type is fairly mild. 

In the second type, we find not only intolerance 
for carbohydrate, but also a markedly lowered 
tolerance for fat, gastric achlorhydria, defective 
hepatic function, muscular weakness and a disturb- 
ance of growth amounting in many cases to infan- 
tilism. This is the disorder originally described by 
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Gee as “celiac disease,” and later rediscovered as 
the Infantilism of Herter. In this type the stools 
are characteristic, being voluminous and foul or 
rancid unless fat is altogether excluded from the 
dietary. 

Diarrhea is the prominent symptom in both types. 
It is usually not profuse. The usual rule is for 
occasional attacks of severe diarrhea to supervene 
on a chronic daily basis of four or five mushy or 
foul gray stools. In the history as first obtained 
there is often no statement as to diarrhea. This 
means only that the parents become accustomed to 
it and attach more importance to some secondary 
symptom, such, for example, as muscular weakness 
or delayed growth. 

Before successful treatment can be instituted, it 
is necessary to exclude the other causes for chronic 
diarrhea at this age. These causes are as follows: 
chronic enterocolitis, tuberculosis, syphilis and in- 
testinal parasites. In enterocolitis, the stools con- 
tain pus. This is not the case in chronic intestinal 
indigestion. Tuberculosis and syphilis can be diag- 
nosed or excluded by the usual methods. Exam- 
ination of the stools will make or exclude the diag- 
nosis of intestinal parasites. Those which are most 
often productive of diarrhea are the ameba histoly- 
tica and the lamblia intestinalis. 


Treatment must be considered under three heads: 

1. The child needs rational discipline and con- 
trol. His environment should be healthy and 
happy. He is fortunate if his mother be both in- 
telligent and nervously stable, otherwise he must 
temporarily be treated in a hospital. 

2. Complicating or causative infections must be 
cared for. The opening of a chronic otitic abscess, 
and the removal of infected adenoids have entirely 
relieved the indigestion in certain of my cases. 


3. The diet must be suited to the child’s ca- 
pacity. 

In the milder cases avoidance of excessive car- 
bohydrate may suffice. In more severe cases it is 
necessary to limit the diet to milk, milk curd, lean 
meat, egg yolk and orange juice. In the type known 
as celiac disease, in which we have always found 
gastric achlorhydria and defective biliary secre- 
tion, it is theoretically indicated and practically 
necessary to give some form of acid in order to 
stimulate the secretions of the digestive glands dis- 
charging into the upper bowel. We have accom- 
plished this by using soured milk, lactic acid milk. 
This must be skimmed, as these patients tolerate 
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only minimal amounts of fat. They usually digest 
milk protein well, and we add to each quart of the 
skimmed sour milk the curd of from one to three 
quarts of skimmed milk. Their tolerance for car- 
bohydrate is also much impaired. We have had 
our best results when we have made our carbohy- 
drate addition in the shape of Blue Label Karo corn 
syrup. Of this we have been able to give an amount 
equal to from five to seven per cent of the skimmed 
lactic acid milk. On this mixture then of skimmed 
lactic acid milk, added skimmed milk curd, and 
five to seven per cent of Karo corn syrup plus 
orange juice, we have had good results in every 
case, getting good gains in weight, increases in 
height, cessation of diarrhea, and, what is perhaps 
most remarkable of all, we have continued this feed- 
ing in certain cases for over a year without the 
development of anemia. The amounts given have 
varied with the age of the child from 32 to 50 
ounces per day. If the child’s intestine has become 
distended and weak, the temporary use of an ab- 
dominal supporter and of liquid petrolatum are of 
definite service in guarding against retention of 
fecal accumulations. 

In the severe types of chronic intestinal indiges- 
tion, treatment is sometimes necessary for two or 
three years. Relapses are prone to occur after peri- 
ods of apparent complete recovery. 
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J. C. Jacoss, M.D. 


Willmar, Minnesota 


Speaking of medicine in time past we, as a rule, 
meant only scientific medicine. Late years, how- 
ever, the financial aspect of it has become one of 
its most important phases; in fact, at times it seems 
to be the most important one. A complication has 
risen in medicine in that a physician has to spend a 
large part of his time in other than scientific work. 
The practice of medicine may be considered from 
many angles, as now we have private practice, the 
specialist and the general practitioner, contract 
work, government practice, corporation work, social 
work, both charity and otherwise, free clinics and 
pay clinics. Modern practice of medicine is now 





*Read before the Central Minnesota Medical Associa- 
tion at Willmar, December 14, 1922. 
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just as complex as our modern politics and the gen. 
erally upset social situation. 


With changing civilization and changing social 
conditions has come a change in the practice of 
medicine. The socialistic tendency has invaded 
the practice of medicine to the same extent as it has 
other activities. We are suffering now from the 
laws imposed on us by an hysterical majority, just 
as our ancestors did from the selfishly imposed will 
of medieval autocrats. Herbert Spencer says of 
those times, “there were scarcely any bounds to 
governmental interference; agriculture, manufac. 
tures, trades were regulated in detail, religious be. 
liefs and observances were imposed, and rulers said 
to whom alone furs might be sold, silver used, 
books issued, pigeons kept, etc.” Men fled from 
this despotism and dotted the whole eastern coast of 
North America with colonies. The despotic rule, 
however, followed them and finally they threw off 
all allegiance to the European rulers and created 
a free government where freemen were answerable 
to God alone. As Thomas Jefferson put it, “Next to 
God, the foundation or source of all authority is the 
citizen.” Ina few years, gentlemen, we have drifted 
back a thousand much as the historian Macaulay 
felt when he referred to the ideas of Gladstone, who 
favored the paternalistic government. He says: 
“Mr. Gladstone conceives that the duties of the gov- 
ernment are paternal; a doctrine which we shall 
not believe till he can show us some government 
which loves its subjects as a father loves his child, 
and which is as superior in intelligence to its sub- 
jects as a father is to his child.” Then he states 
what he considers impossible instances beyond 
which even a paternalistic state would not pass. 
We of this age know from experience that they are 
not impossible: He says: “Why should they not 
take away the child from its mother, select the nurse. 
regulate the school, overlook the playground, fix 
the hours of recreation and labor, prescribe what 
ballads shall be sung, what tunes shall be played, 
what books shall be read, what physic shall be swal- 
lowed? Why should they not choose our wives, 
limit our expenses, and stint us to certain number 
of dishes of meat, of glasses of wine, and cups of 
tea?” These are things of every-day occurrence 
now and we take them as a matter of fact in our 
free American government, while in the days of 
Macaulay he thought it impossible for even a pa- 
ternalistic and autocratic government to so impose 
on the individual’s liberties. 
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Our present autocracy is pictured by the Hon. 
A. O. Stanley, referring to our congress of a year 
ago, when he says: “Over 15,000 bills were intro- 
duced into our present congress, bills to fix the 
price and control the distribution of lumber and 
coal, to regulate the making and marketing of cloth 
and grain, to censor, supervise, stop, or cure base- 
ball, horseracing, moving pictures, venereal dis- 
eases, and the social evil. Nobody escapes; every- 
thing in the moral, industrial, and commercial 
world is to be owned, operated, supervised, or cen- 
sored, from the birth of a baby to the burial of a 
corpse, and the worst is not yet.” 


The desire to mind other people’s business has 
In the past ten years this gov- 
ernment has spent over $4,000,000,000 on commis- 
sions, special agents, bureaus, etc., to look after the 
business of social activities and individuals—in 


become a disease. 


other words to keep a government agent at your 
elbow. This modern tendency to state ownership, 
state control, and state employment has invaded 
medicine to the extent that we are actually ham- 
pered in our work. You have to report to a bureau 
of non-medical clerks and ask their permission to 
give a dose of morphin to an advanced case of 
carcinoma, or a dose of brandy to an old woman at 
death’s door with a lobar pneumonia. You will 
have to have a special permit to take a woman out 
of a filthy and unsanitary rooming house and con- 
fine her in a hospital. There are scores of hospital 
inspectors, each one on full pay, annually visiting 
hospitals, and each one looking after only one phase 
of hospital work. As a protection to the state they 
make you report a case of tuberculosis, but they do 
not care who annoys such a patient as a result of 
such report. Individual interests should not ‘be 
thought of when the state has a program of its own. 
You deprive the venereal patient of treatment be- 
cause he knows that the entire neighborhood will 
know he has syphilis if he goes to a doctor. Hence 
he goes on spreading the dread disease without at- 
tempted cure. And all those rules and regulations 
are mostly gotten up and enforced by men and wom- 
en who sit in their comfortable offices, draw salaries 
from the state, and whose sole ambition seems to be 
to enlarge and make their department more efficient. 
And to think that perhaps a majority of these state- 
employed men and women are far from having 
taken any postgraduate work in medicine. The 
health of the community is entrusted largely to lay 
workers who have no knowledge of medicine. 
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We have state and county boards, county, city 
and school nurses, traveling state clinics, intrusted 
by the state with your own individual health. You 
are told how to live, what to eat, whether you are 
sick or well; what to do and where to go for your 
health. Patients are ushered in to our free clinics, 
to our state free hospitals, brought in by our nurses 
and supervisors, all to go in as state subjects to 
be taken care of by the state, for each state-em- 
ployed man or woman must enlarge his or her de- 
partment and make it more efficient. 

A superficial observation, even, shows that medi- 
cine, with the rest of our social fabric, is fast be- 
coming socialistic. Why should not a man be 
treated free by the state rather than to pay for the 
same himself? It is only the lack of space that 
makes it impossible for every tuberculous indi- 
vidual to get free treatment, board and lodging for 
one or two years as the case may require. How 
many diamonds are removed from the fingers before 
patients enter our own University Hospital? If 
the state supplies these things to some, why should 
it not supply them to the great majority, or to all 
if they ask for it? What is there to prevent the 
state from taking medicine over entirely? The 
socialistic tendencies of the times certainly invite 
it. People believe doctors’ fees are always exorbi- 
tant, and, not comparing the work with medicine 
as it would have to be handled by the state, would 
jump at the chance. On the other hand, how many 
doctors would not be willing to work for the state 
on a salary with no expenses? The state in the 
last few years has paid $3,000 to $5,000 salaries 
for labor requiring less skill. We see government- 
owned industries coming—the crest on the wave of 
socialism. Shall we as medical men oppose it or 
fall in with the movement? I believe the mainte- 
nance of the community’s health would cost more 
than at present, and, considering pull and politics, 
maybe the doctors as a class would net more than 
they do at the present time. But is it for the good 
of the individual in the community? Would he 
get the care he does now? Shall we as a profes- 
sion fall in with the crowd and boost or shall we 
try to stem the tide and become unpopular? 

Personally, I believe state medicine as great a 
mistake from the public’s standpoint as would be 
state coal distributing stations or free public eating 
houses. 

There is another matter which is, perhaps, of 
even greater importance to the future of medicine, 
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especially as viewed from the laity’s standpoint. I 
refer to the hold that the quacks and irregulars are 
getting among the people. Some believe that this 
also is due to the socialistic tendencies of the times. 
I grant that there might be some relationship there, 
but do not think that this is the only cause nor the 
more important. I believe that the most potent 
cause for the people swarming to the offices of 
quacks is found within the medical profession it- 
self. Medical ethics have taught for ages that the 
only proper thing for a physician to do is to crawl 
into his lair and be very careful not to display a 
sign or in any other way show people where to find 
him. In other words, we are taught that a sick per- 
son should hunt up the doctor, while the latter 
should keep himself out of the bright sunshine. 
These teachings have, no doubt, been very good in 
times past, but ethics, like everything else, change 
with the times. We have osteopathy, Swedish mas- 
sage, schools of dietetics, chiropractic and other 
cults too numerous to mention, all spreading litera- 
ture boosting their respective cures, and all at- 
tempting to bring into disrepute the scientific meth- 
od of healing. The public hears all this at every 
turn, and never is there any educational literature 
sent them so they can get the real facts. Is it a 
wonder that people are deceived by this propa- 
ganda? I say again, is it a wonder, when nurses, 


dentists, druggists, and even physicians are de- 
ceived? The common people are not to blame; we 
are to blame for not teaching them. 


We have studied medicine and lived it for so 
long that we do not realize the general ignorance 
when it comes to the subjects of health and disease, 
Is it not time that we as a profession begin to edu. 
cate the public for their own good? It would not 
take much to show them that the foundation of all 
quackery is very unstable. People are awake and 
crave knowledge; in fact, they are very anxious to 
know how to keep their health, and when lost how 
to regain it, and at present they are absorbing the 
only propaganda that is being broadcast all over 
the country. Don’t we owe the public this, that we 
tell them the truth even though it should cost us 
some hard earned cash to educate them. We as 
medical men can make a living in some way even 
though the people all fell for quackery, but there 
is nothing under God’s sun that can compensate for 
the harm done by irregular methods of healing. 
























These are only thoughts thrown out in the hope 
of setting some of you thinking, and in the hope 
that in this way some one may offer a solution for 
the evil. There is a chance here, both for county 
and state societies, and perhaps more of a chance 
for the individual physician than we have thought. 
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EDITORIAL 


Insulin and Diabetes 


Ever since the epoch-making discovery of von 
Mehring and Minkowski that 


pancreas causes diabetes, it has 


removal of the 
been thought that 
| the metabolic defect in diabetes was the deficiency 
_ of a hormone prepared by the pancreas. Yet, 
| despite a few partial successes, all attempts to 
prepare pancreatic extracts which would promote 
| the unequivocal utilization of sugar failed until 
| recently, when Dr. F. G. Banting, in collaboration 
| with Mr. C. H. Best, working in the laboratories 
| of Professor Macleod, of the University of Toronto, 





| obtained the active substance that they have named 
) “Insulin.” Their first product was secured by 
} taking advantage of the well known fact that the 
} acinous cells of the pancreas, which secrete the 

digestive enzymes, become completely degenerated 
in a few weeks after ligation of the pancreatic ducts, 
i whereas those of the isles of Langerhans, which 
apparently secrete the antidiabetic hormone, remain 
more or less intact. The extraction of such de- 
generated pancreas yielded a material which exerted 
a striking influence on the blood sugar and the 
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glycosuria of depancreatized dogs, also greatly im- 
proving the subjective condition of such animals 
and markedly prolonging their lives. A similarly 
active extract was prepared from fetal pancreas 
in which the proteolytic enzymes were nearly 
absent, and with this material, effective control of 
the glycosuria and acidosis in a fourteen-year-old 
boy with severe diabetes was obtained. 

Subsequent to this work, with the co-operation 
of Professor Macleod, Dr. Collip and others of the 
staff, methods were developed which permitted the 
preparation of potent extracts in quantity from the 
pancreatic tissues of adult slaughter-house animals. 
A source of abundant supply of the material thus 
became available. 

A method of pharmacologic assay was developed, 
which depends on the effect of insulin on the 
blood sugar level of rabbits of standard weights 
and nutrition. The amount of material which will 
depress the blood sugar of these animals to 0.045 
is considered as containing one unit of insulin. At 
this low blood sugar level, highly characteristic 
symptoms develop, consisting of violent convul- 
sive seizures which may terminate in death, but 
can be controlled by the exhibition of small amounts 
of glucose. Similarly alarming symptoms occur 
when patients are given an overdose. This makes 
it imperative that insulin for clinical use should 
be of uniform potency, and is the reason for the 
careful control of the product that is now being 
exercised by the University of Toronto. 

With the preliminary work accomplished, ar- 
rangements to expand production were made with 
the Connaught Antitoxin Laboratories of the Uni- 
versity of Toronto and with a large pharmaceutical 
firm in the United States. Large scale methods of 
preparation were developed which have given 
supplies of insulin of reasonably standard and 
uniform potency, both when assayed by the rabbit 
test, and when tested therapeutically on diabetic 
patients. For clinical study, some of this material 
was allotted to a few physicians attached to hospitals 
with special facilities for conducting an impartial 
investigation of its value. These collaborators are 
reporting their experience collectively in a special 
number of The Journal of Metabolic Research, to 
appear shortly. A report of the splendid thera- 
peutic results obtained in the first fifty cases treated 
in the University of Toronto was published recent- 
ly. Daily injections of an adequate dosage of 
insulin, combined with a suitable adjustment of 
the diet, permits the assimilation of more carbo- 
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hydrate than previously, and enables the patient to 
gain in weight and in physical and mental vigor. 
It is too soon to decide whether the underlying 
diabetic condition is in any way improved by the 
rest which the exhibition of insulin may be sup- 
posed to give to the damaged pancreatic function, 
although there is some evidence that this is the case. 

A great advance in the treatment of diabetes has 
been made and the investigators responsible have 
They 
are to be congratulated for their wisdom in with- 
holding a definite clinical announcement until they 
had adequate knowledge of the limitations, as well 
The 
distribution of insulin may be limited temporarily 
to physicians who have had experience in accurate 


earned for themselves lasting distinction. 


as of the clinical value, of the new treatment. 


dietetic management of diabetes for the reason that 
such management must accompany the use of insulin 
if serious accidents are to be avoided. This would 
seem to be a wise provision. R. M. W. 





Epidemic Encephalitis 

Although the literature has been teeming with 
articles on epidemic encephalitis during the past 
three years, an editorial in this issue of MINNESOTA 
MepiciNE is timely. An unusual increase of acute 
cases during the past month has been reported and 
the onset and course have been more virulent with 
a higher mortality rate than at any time during 
the past year. Whether this increase is seasonable 
or secondary to the mild wave of nasopharyngeal 
infections which are prevalent, one is unable to 
state. 

A very incomplete survey of St. Paul and 
Minneapolis reveals that over eighty new cases have 
developed in the Twin Cities between January 15th 
and February 10th. Besides this there have been 
undoubtedly a large number of mild abortive cases 
which have not been recognized, in which the 
This does not include 
chronic cases or those who during the past three 


symptoms were transient. 


years suffered from an acute attack and are having 
an exacerbation of their former symptoms. 

The most frequent symptomatology observed 
during this acute “flare-up” has been a brief history 
of a nasopharyngeal usually a mild 
tonsilitis or coryza, followed in a few days with 


infection, 


severe diffuse headache, a moderate temperature, 
some mental confusion, especially at night, and 


myoclonic twitchings of the extremities and ab- 
dominal muscles. 


Marked restlessness and in- 
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somnia has been encountered more frequently thay 
lethargy. Of the first twenty cases observed by 
the writer, seven died; the average duration of the 
attack being twelve days. 

In an attempt to ascertain the number of case: 
which had occurred in Minnesota from 1919 ty 
the fall of 1921, the writer sent out two hundred 
letters to various clinics and medical men through. 
out Minnesota. One hundred and nineteen replies 
were received, giving a total of 518 cases with q 
mortality rate of approximately 17 per cent. Un. 
doubtedly, some of these were duplicates; on the 
other hand a certain number were either not 
recognized or the medical man did not deem jt 
worth while to reply. However, judging from this 
inaccurate and incomplete survey and from the 
prevalence of this disease since then (fall of 1921) 
one could conservatively estimate that over 1,000 
cases have occurred in Minnesota since 1919, 

It is of interest to note that bizarre and con. 
fusing as the symptomatology has been, because 
of the diffuse and generalized inflammatory in. 
volvement of the brain and spinal cord, definite 
symptom groups predominated at certain periods. 
During the fall of 1919 and the greater part of 
1920, a gradual onset with lethargy were the out. 
standing features. During the winter of 1920 and 
the early spring of 1921, cases with a very acute 
onset with a high temperature, an undue amount 
of pain in the extremities due to meningeal irrita 
tion with some headache and mental confusion 
were quite frequent. Since then, rather mild but 
progressive cases were observed until January, 1923. 
At present the most frequent symptom complex is 
the acute onset, mental confusion and the myoclonic Fw 
twitchings. 
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Furthermore, the very slight ab- Prise in 
normalities in the spinal fluid are entirely out of Pthat in 
proportion to the marked and extensive inflamme- f the us 
tory changes in the central nervous system. attack 

The prognosis in these cases as to ultimate re: The 
covery is quite unfavorable, as many of them have Memic 
permanent manifestations. E. M. H. ace ¢ 

Idoes r 
The Cause of Influenza prcrez 

The headlines which appeared in the newspapers — 
all over the country heralding the discovery of the )7° oth 
causative agent of influenza is an example of the S Th 





desire on the part of the newspapers to produce 4 | Fintere 

In this instance, however, the news fl pneur 

papers are not alone open to criticism for announc: |Mogic: 

ing as fact certain scientific investigations which f his 5 
2 





sensation. 





y than io every conservative physician require further ex- 
- by perimentation for confirmation. 
“" The announcement which caused such a flurry is 
cases simply a recapitulation by Dr. Simon Flexner of 
19 to ihe results of investigations which have been car- 
ndred fried on the past three years by Drs. Olitsky and 
‘ough. Gates of the Rockefeller Institute and which have 
eplies (pbeen published in the Journal of Experimental 
vith a Medicine. The results of these investigations, which 
U;. pare more or less familiar to physicians, which may 
n the or May not be confirmed by other investigators, 
r not [pmust be taken with some reservations. The an- 
em jt nouncement in this instance was broadcast over 
n this the radio by Dr. Flexner, himself, and we are rather 
n the @surprised at this apparent departure from the usual 
199]) |pcare shown by the Institute in such matters. 
1,000 & It is well, however, that attention has been di- 
. rected to this investigation of the cause of influ- 
| con- Benza which has been carried on for the past three 
cause Byears. The discovery of a minute bacterium chris- 
y i Btened the Bacterium pneumosintes present during 
finite Pthe first thirty-six hours of a grip infection, not 


riods. B present in healthy individuals and capable of cul- 








ut of Btivation on artificial media and producing grip-like 
> oul- Fsymptoms in rabbit inoculation is quite suggestive 
) and F'to say the least. When injected intratracheally this 


acute F bacterium produces certain lung changes, which the 


nount F discoverers believe lower the lung’s resistance, mak- 
irtita- Ping it more susceptible to secondary infection from 
usion 
d but 
1923, 


lex is 


streptococcus or pneumococcus regularly found in 
‘the respiratory tracts of human beings. Such an 
jorganism as the one described conforms to our 
ideas of what the etiological factor should be. The 
clonic Fwell known leucopenia and comparatively slight 


ab- Prise in pulse rate during a grip infection indicate 


ut of F that in this infection there is some peculiar lack of 

mma: F the usual defensive response on the part of the 
attacked individual. 

te re , . ° 

. The often expressed belief that the influenza epi- 

“ demic reaching its crisis in 1918 was a different dis- 


lease entity from the common yearly grip infection 
idoes not seem warranted. The exact reason for the 
increase in virulence of this disease as an epidemic 
“increases is not satisfactorily explained but applies 





apers 
of the 
f the 


uce a 


to other diseases such as smallpox and scarlet fever. 
. 


The medical profession awaits with considerable 
interest further reports regarding the Bacterium 





news: |Tpneumosintes for with the discovery of the etio- 
nor a factor of grip the possibility of control of 
whic 


; his periodically devastating disease presents itself. 
i 





EDITORIAL 


Child Health Day 


Child Welfare is of vast importance to the com- 


munity as well as to the individual. Any effort 
which has for its purpose the improvement of the 
child’s health should receive the endorsement of 
the medical profession. 

The Child Health Day program to be held in 
March in St. Paul is the second to be put on in 
this city. Last year a number of well known 
This 
year speakers equally prominent in child welfare 
work have been invited. 


people addressed the parents and teachers. 


It is interesting to note 
that our profession, represented by the Com- 
mittee on Public Health of the Ramsey County 
Medical Association, have conferred with those in 
charge of the program in an advisory capacity. 
have 
Such 
co-operation (on the part of the medical profes- 


They have given their endorsement, and 
seconded the invitation, to the speakers. 


sion) in the public health program should be 
valuable to all concerned. 

The layman has a right to look to the medical 
man for guidance in health matters and it is by 
accepting the responsibility the doctors may ex- 
pect to get reliable information before the public. 





Legislative Activities 

The medical profession is very definitely divided 
on the question of what its attitude should be re- 
garding legislative matters. Some consider it high- 
ly undignified to dabble in politics and maintain 
that legislation concerns legislators and is none of 
its business. Others hold that in our representative 
form of government, where legislation is transacted 
by representatives for the most part untrained, it is 
the duty of the various elements of the body politic 
to interest themselves in legislation for the com- 
mon good. 

The attempt two years ago of the osteopathic pto- 
fession to pass a bill entitling them to practice 
major surgery aroused the medical profession to 
They saw the danger that all the good 
that had been accomplished within our profession 


action. 


itself towards the regulation of the practice of sur- 
This 
bill was thus the immediate cause for the arousing 
of legislative interest among medical men. The 
mushroomlike growth of chiropractic, however, 
which is foisting upon the public a raft of half- 
educated “docs,” is a far greater menace to the 
And why? Because chiropractic is based 


gery would be undone by such legislation. 


public. 
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upon the mere assumption that disease is caused by 
spinal nerve impingement. This assumption has 
never been proven and ignores the facts of the 
existence of bacteria and contagion and should be 
branded as absolutely false. We venture to predict 
that chiropractic will be handed down in history as 
the second great American fraud, the first being 
that of patent medicines. 

Early in February the legislature turned down 
most emphatically the bill for the establishment of 
a common examining board in basic medical 
sciences, a bill drawn up by the State Medical Asso- 
ciation, the prime purpose of which was to prevent 
in the future the licensing of half-prepared osteo- 
paths and chiropractors. As first drawn up the 
bill provoked opposition from osteopaths, chiro- 
practors, dentists, optometrists, chiropodists and 
others. At the public hearing of the bill as finally 
drawn up, the main opposition, however, was 
offered by the chiropractors. It is to be assumed, 
therefore, that the osteopaths felt that their con- 
stituents are well enough prepared in the basic 
sciences (anatomy, physiology and pathology) to 
meet such an examination. The inference is that 
the chiropractors cannot pass the examination, 
which only confirms the opinion that promoted the 
introduction of the bill. 

What is to be the future course of the profession 
regarding this particular bill? This much can be 
said. The poor showing was doubtless in large 
part due to the widespread opposition apparent 
early in the legislative history of the bill. Many 
a bill has required more than one session to be 
enacted law. The medical profession has taken a 
stand on this question, its purpose is right and this 
bill should be submitted again in the next legisla- 
ture. 

THE OSTEOPATHIC BILL 


Superficial perusal of this bill discloses nothing 
alarming. One is struck by the provision in it 
authorizing osteopaths to administer “anesthetics, 
narcotics, antidotes and the use of antiseptics”—this 
for drugless healers. 

On closer scrutiny, however, it becomes clearly 
evident that if enacted this bill would throw the 
door of medical and surgical practice wide open 
to osteopaths, both to those to be licensed in the 
future and those at present practicing, who have 
not had any training in the use of drugs or the 
practice of surgery. 


We quote the following paragraph from the pro- 
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posed bill, a careful. reading of which will make 
this clear: 

“Osteopathic physicians, when duly licensed, shall have 
the same rights and powers and shall be subject to the 
same duties as other physicians with reference to matters 
pertaining to the public health; including the reporting of 
births and deaths. Osteopathic physicians, when duly 
licensed, shall have the right to practice osteopathy as 
taught in reputable colleges of osteopathy, including the 
administration of anesthetics, narcotics and antidotes, and 
the use of antiseptics, subject, however, to the same restric. 
tions and limitations as are by law applicable to physicians 
and surgeons licensed to practice medicine and surgery.” 

The first sentence above quoted gives osteopaths 
the same duties as physicians pertaining to the 
public health which might well entitle them to 
administer diphtheria antitoxin and to vaccinate, 
as such procedures are not drug administration. 
We see no reason why osteopaths, if entitled to 
escort human beings into and out of the world, 
should not certify to the fact. Confusion in terms 
employed in the compiling of vital statistics might 
well result. An error was made by the state origi- 
nally in licensing any medical cults. 

The second sentence quoted above is the most skil- 
fully worded means of legislating all present and 
future osteopaths into full trained physicians and 
surgeons. According to this provision the institu: 
tion of chairs of surgery and materia medica in 
reputable schools of osteopathy will be all that is 
necessary to grant osteopaths the right to practice 
the healing art under the same regulations nov 
governing the medical and surgical profession. 

Initiated as a drugless and knifeless method of 
healing and purporting to heal by osteopathy, which 
is generally interpreted as being a rubbing and 
kneading process, the osteopath sees that there is 
more to therapeutics than mere massage and de 
sires to administer drugs and use the knife when in- 
dicated. Doubtless the rise of chiropractors whi 
have utilized the nerve impingement fantasy an 
resorted to open advertising has done much to pre 
duce this change in point of view on the part of the 































osteopathic profession. If osteopaths wish to it 





clude drugs and surgery in their armamentarium. 
let them pass the examinations held by the stat 
board of medical examiners in common with phys: 
It would be a simple matte 
for this state board to hold special examinations fo 







cians and surgeons. 





candidates desiring to be known as osteopaths. 





PSYCHOPATIC BILL 





In the December issue of Minnesota MeEpIciN 
appeared an article by Dr. A. S. Hamilton 
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“The Need of a Psychopathic Hospital at the Uni- 
versity of Minnesota” and editorial comment was 
made on the subject. The bill providing for a 
State Psychopathic Hospital is at present writing 
before the State Legislature and the only opposition 
so far presented is from the standpoint of expense 
to the state. If our legislators could only see that a 
comparatively small initial expense of this kind 
would result in a great saving in the long run 
through the early diagnosis and treatment of men- 
tal and nervous disorders and thus prevent a great 
amount of expense to the state, the proposed 
hospital would become a reality. The benefit to 
accrue in the better training of physicians in the 
diagnosis and treatment of patients who will be 
cared for and the removal in many instances of 
the stigmata attached to individuals sent to asylums 
and jails should appeal to those having the bill un- 
der consideration. The statewide committee is 
anxious to have the medical profession throughout 
the state exert their influence on their respective 
representatives for this measure which is of such 
growing importance. 
NURSES’ BILL 

The Minnesota State Nurses’ Association has sub- 
mitted a bill to the present legislature providing 
for a reorganization of the examining board for 
nurses and the registration of training schools, 
nurses and attendants. Without going into the de- 
tails of the bill as finally drawn up it may be stated 
that the bill, if enacted, will tend to better stand- 
ardize the activities of the nursing profession and 
we believe the bill a good one. 

The original bill was so framed that all nursing 
must be performed by trained nurses or licensed 
attendants, the latter required to have eight months’ 
hospital training. This feature of the bill aroused 
considerable opposition from the medical profes- 
sion and rightly so, and has been eliminated. The 
establishment of an additional registry of nurses 
to be classed as licensed attendants (L. A.) pro- 
vides for a much needed type of nurse with stand- 
ardized training. 





COMMUNICATIONS 
Department of Health, 
City of New York, 
February 1, 1923. 
Dear Dr. Drake: 
In reply to your letter of January 25, I wish to give you 


the following facts in connection with the newer prepara- 
tions of toxin-antitoxin that we have been using recently 
in New York City. . 


1. The new mixture of toxin-antitoxin contains only 
ro L+ instead of 3L+ per c.c. The latter type of mix- 
ture we have used up to a few months ago. The rol + 
mixture is diluted 30 times as compared with the 3L + 
mixture. The degree of underneutralization is the same in 
both instances, the slight excess of free active toxin being 
equal in the two mixtures. 

2. The vol+ mixture produces much less local and 
constitutional disturbance than the 3L-+ mixture. In the 
latter mixture, it was the protein that caused most of the 
disturbance and this has been greatly diluted so that only 
1/30 of the amount is used in each dose of the new 
mixture. 

3. The ¢o-+ mixture does not seem to be as stable 
as the 3L+ mixture. 

4. As regards the efficiency of the ro_+ mixture, I 
can only say that I am about to retest a number of schools 
in which I used this mixture. I cannot, therefore, make 
any definite statement as to its efficacy. Such a mixture, 
however, was used on several hundred children last spring 
and when they were retested in the fall 85 per cent gave 
a negative Schick reaction. I shall know more about the 
efficacy of the ro -+ mixture in about six weeks. 

5. It will, of course, be of great advantage if such a 
mixture could be used on a universal scale. It certainly 
produces very little disturbance as compared with the 3 + 
mixture. It can even be used in adults without the fear 
of the marked local and constitutional reactions that we 
have seen after injections of the 3 or 5L+ mixtures, 
There is no doubt that the use of the latter mixture in @ 
school has made subsequent work in the same school more: 
difficult. 

6. The Research Laboratory is furnishing at the present 
time only the 7s + mixture. 

Cordially yours, 
A. ZINGHER. 


Dec. 20, 1922. 
Editor, Minnesota MEDICINE, 
St. Paul, Minn. 
My Dear Doctor: 

I am enclosing paper written and read by our Secretary. 
Dr. J. C. Jacobs, at quarterly meeting of our society on 
Dec. 14. This paper proved to be a real live issue and was. 
followed by a spirited discussion lasting two hours by the 
fifteen physicians in attendance. The Central Minnesota 
and Kandiychi-Swift County Medical Societies wish to go on 
record in formulating and putting into action a campaign 
of education, covering Kandiyohi, Swift and Meeker Coun- 
ties. Each physician who is a member of these societies 
will be called upon to give public talks in the cities and 
villages of these counties at stated intervals. Committees 
have been appointed in these counties and the work will 
start at once. 

We also have agreed that, hereafter, in any future legis-- 
lation, whereby the legal practice of medicine is threat- 
ened by illegal medicine, in the form of cults, to take an 
active part in same and if deemed necessary to go in a 
body to the legislative halls and give our assistance. We 
firmly believe that the future of medicine is being assailed, 
that we have remained dormant and inactive too long, that 
the public is and has been misled by propaganda and false- 
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hoods and in order to maintain the future rights of our 
noble profession each and every one of us must assist in 
restoring us to our proper place in the minds of the public 
and, by educational efforts, combat the menace of illegal 
practices and cults which are fast gaining such a strong 
foothold in all parts of the country. 

We also believe that the present moment is the time to 
start a central bureau of education and that all physicians 
be requested to subscribe to its maintenance. A regular 
yearly fee, of say $25.00, would make a splendid nucleus. 
Our society will pledge you its honest efforts if something 
along this line is started. 

Sincerely, 
P. C. Davison. 

Note.—The paper by Dr. Jacobs, here referred to, appears 
in this number of Minnesota MEDICINE. 
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February 14, 1923. 
Hon. ———, 
St. Paul, Minn. 
Dear Sir: 

The Association of Minnesota Chiropractors, Inc., are very 
grateful to the members of the Minnesota Legislature for 
their opposition to the creation of the proposed “Basic Sci- 
ence Law,” or the creation of a sort of a medical super- 
board with a strong monopolistic tendency, in this State. 
Our faith in the present Legislature was not misplaced. 
We felt sure that the Legislature as now constituted would 
fight consistently for the common good of all the people. 
And for that reason the Association of Minnesota Chiroprac- 
tors, Inc., with the utmost sincerity and confidence, in this 
and subsequent communications relating to Chiropractic, 
come asking the Minnesota Legislature to so strengthen and 
fortify the law of this State regulating Chiropractic that 
this simple and eminently successful treatment of disease 
may become of still greater benefit to the many thousands 
who suffer from disease, that they may be restored to their 
loved ones, to industry and to the State. 

Perhaps some of you, who have had no opportunity to 
study the proven facts regarding Chiropractic, would appre- 
ciate a brief statement of this wonderful new science of 
treating disease, its basic principles and history. It is truly 
revolutionary and holds for the future health of this State, 
the Nation and the whole world a promise that exceeds in 
possibility all other methods of treating disease combined. 
Japan has become so much interested that she has sent a 
delegation of Japanese students at the nation’s expense to 
the Palmer School of Chiropractic at Davenport, Iowa. 
And we feel sure that the time is not far away when this 
science will be taught in all the leading universities of this 
country and of the world. 

The discovery of Chiropractic was an accident, like many 
other great discoveries of history. The first accidental 
adjustment of a vertebra of the human body was given in 
September, 1895, by D. D. Palmer. This happened in the 
case of Harvy Lillard, who became deaf suddenly in an 
elevator accident. Mr. Palmer discovered that one of the 
vertebras in the neck had been thrown out of the natural 
position, thereby causing a pressure on nerves leading to 
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the ear. After many attempts to adjust this subluxated 
vertebra it was finally brought back to its normal position 
and Harvy Lillard’s hearing was instantly restored. Then 
the natural, question arose, if this nerve controls the fune. 
tion of hearing, what functions do the other thirty-one pairs 
of nerves radiating from the spinal column control? |; 
took many years of constant study to determine this ques. 
tion, and it was not until 1903 that the task of charting of 
these nerves was finally developed into an exact science, 
art, and philosophy of a non-therapeutic method of restoring 
health. 

The fundamental principle of Chiropractic is founded 
on the fact of the direct and intimate connection of the 
brain cells of the human anatomy with the rest of the 
cellular tissue. The brain is made up of numerous cells 
and so is the rest of the body. The nerves running from 
the cells of the body to the cells of the brain are called 
the sensory nerves or the nerves of sensation, which instantly 
report to the brain the condition of all tissue cells. The 
nerves from the brain cells to tissue cells throughout the 
body are called the motor nerves, which have nine functions 
that are called into action through the sensory nerves to 
build up, maintain and repair the body structure and keep 
it in a normal condition. The expression of all nerves must 
be normal if a normal condition shall exist in all body 
tissues. When there is an abnormal expression of nerve 
force in tissue cells, it is called DISEASE, and when there 
is a normal expression of nerve force it is called EASE or 
HEALTH. , 

CHIROPRACTIC SCIENCE, therefore, is the science, 
art and philosophy of adjusting and replacing all mis- 
aligned vertebra in their proper relation to each other, 
relieving pressure on nerves radiating to all body tissues 
from the spinal column in order that they may give expres- 
sion to all of the nine normal functions of the brain to all 
tissue cells of the body. 

CHIROPRACTIC IS NOT TREATMENT OF DISEASE. 
Cause and Effect are the two principles on which Chiroprac- 
tic bases its claim in removing disease. Scientific minds 
are agreed in the principle that every cause must have an 
effect and that there can be no effect without a cause. If, 
therefore, you simply remove the effect the cause still 
remains the same potentially. On the contrary, when the 
cause has been removed and eliminated the effect per se 
ceases to exist. All the older methods of treating disease 
and caring for the sick have been occupied with treating 
the disease itself, leaving the cause to produce further 
trouble. In no sense of the word do Chiropractors treat 
They skilfully replace mis-aligned vertebra and 
thereby remove the of disease. 


disease. 
cause This is called 
adjusting. 

CHIROPRACTIC is a new scientific method of the study 
of the anatomical structure of man from earliest ages to 
the present time. The principle underlying the science of 
Chiropractic was not discovered until quite recently, but the 
principle itself, an immutable law of nature, has existed 
since the creation of the first human being. In this prin- 
ciple there is an exact workable science, an exact specific 
for a given in co-ordination, of which there can be only 
two, namely, either lack or excess of function, either of 
which will produce DISEASE. Nature in her wonderful 


economy and working in the anatomical structure of man 
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co-ordinates all functions to the end that EASE (health), 
which is a natural condition, shall prevail. In this nature 
cannot fail except where the means through which she 
functions are interfered with, and all scientific authority 
agrees that nature functions through the nerves. Hence, 
any fair-minded person must realize that the science, art 
and philosophy of Chiropractic is a reasonable, effective 
and absolutely necessary method of restoring health to 
suffering humanity. The thousands upon thousands who 
have come out of the shadow of death to renewed health 
and happiness testify as to its wonderful mission in the 
world. Man with all his science cannot cure disease. That 
must be the work of nature after science has removed the 
cause of sickness. Chiropractic removes the cause (nerve 
pressure) which prevents nature from co-ordinating all 
functions of the human anatomy, and for that reason the 
trained Chiropractor is entitled to the highest regard and 
respect as well as to every consideration in the passage of 
laws that give him an equal chance to practice his profes- 
sion, because his aim and training in life is not mercenary, 
but to become a part of the greatest health-restoring and 
disease-preventing agency in the world. 

The Association of Minnesota Chiropractors, Inc., stands 
for the highest ideals of Chiropractic and its one aim is 
to raise and keep the Chiropractic standard of qualifications 
and efficiency in the profession abreast of the times. We 
realize that just what happened in the early days of the 
medical profession has happened to our profession. The 
medical men have had a hard time to curb and clean out 
of their profession a lot of quacks and charlatans. In the 
same manner the conscientious, straight Chiropractors are 
having a hard time to get rid of men in their profession 
who in reality are Chiropractic quacks and lack the real 
knowledge of Chiropractic and know next to nothing of 
its principles and practice. Such men do more harm than 
good, both to the profession and the sick they treat. For 
that reason the law regulating Chiropractic in this State 
should so clearly define the science of Chiropractic and its 
practice that the public will not be misled just because 
the law now permits inefficient and poorly trained men, 
many of them using various methods of camouflage treat- 
ment, to hang out a sign designating themselves as Chiro- 
Chiropractic needs no crutches in the form of 
electricity, massage, stretching machines and what not. It 
is fully able to stand alone on its merits. The so-called 
Chiropractor who does not believe and practice this has no 
business to call himself a Chiropractor, since by his prac- 
tice he virtually denies the entire science and philosophy of 
Chiropractic. 


practors. 


Yours truly, 
LEGISLATIVE COMMITTEE, 
Frank P. O’Donne tt, D.C., 
Secretary. 





Eviror’s Note: The above letter was sent to a member 


of the Minnesota Legislature, who in turn handed it over 
to the editor with the remark that the letter certainly 
sounded plausible. 

The relating above of the accidental readjustment of a 
subluxated cervical vertebra which had caused pressure 
on nerves leading to the ear, with immediate restoration of 
hearing, is a typical example of the knowledge of anatomy 
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possessed by the first chiropractor and the secretary of the 
Association of Minnesota Chiropractors, Inc., presumably a 
representative of the modern cult. 
happened in this case, the interpretation was absolutely 
wrong. 
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Whatever may have 


Any layman, legislator or chiropractor might very easily 


turn to any anatomy and convince himself that the auditory 
nerve does not emerge beyond the skull and never in God’s 


world could be impinged by a vertebra. The impossibility 


of vertebral’ impingement on other cerebral nerves, for 


instance the olfactory and optic nerves, is so apparent to 
one with the least knowledge of anatomy that the mere 
statement seems entirely unnecessary. Chiropractic science 
is therefore a science that evidently lays little stress on 
anatomy. We did not know before that it is a philosophy, 
too. 

The medical profession is accused of treating the effect 
and neglecting the cause. If there is one object in making 
a diagnosis it is to determine the cause of the disease. 

The statement is made that “man with all his science 
cannot cure disease.” We take it that this applies to chiro- 
practic, too. Medical men do claim they can cure some 
diseases, such as malaria, diphtheria and syphilis. 

We are glad to know that the chiropractor does not 
use massage or electricity but presumably only spinal 
manipulation. 


MINOR EPIDEMICS 


The general practitioner of the smaller towns is some- 
times one of the last persons to hear of the minor epi- 
demic. 

Apart from the exanthemata, he perhaps feels that he is 
entitled to three cases of the same kind as coincidences. 
He has no reliable source of information until the epidemic 
has passed into history. If he is a good mixer he learns 
from some traveling man that the symptom complex that 
is bothering him is widespread. If he is asked by the laity 
he has to hedge. 

If a bulletin were issued by the state epidemiologist 
p. r. n.—as for instance on the appearance of the present 
epidemic—if, indeed, there is one—characterized by abdomi- 
nal symptoms, and if the bulletin were promptly sent out 
to all general practitioners desiring the bulletins, the infor- 
mation contained would be worth more than all that could 
be derived from all the diagnostic treatises published. 





OBITUARY 





DR. WILLIAM HENRY FRITSCHE 


Dr. William Henry Fritsche succumbed to tuberculosis 
at the home of his parents, Dr. and Mrs. L. A. Fritsche, 
New Ulm, Wednesday, January 31, 1923, following a long 
siege of illness resulting from an attack of scarlet fever 
in February, last year. ° 

Dr. Fritsche was nearly 28 years of age, having been born 
in New Ulm, March 20, 1895. After attending the local 
public schools and graduating from the high school of New 
Ulm, he took up preliminary medical work at the University 
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of Wisconsin, Madison, completing his medical education at 
Marquette University, Milwaukee, where he received his 
degree as bachelor of science and doctor of medicine and 
surgery in January, 1919. Thereupon he spent six months 
as a member of the staff of the Lying-in Hospital, New 
York City, before returning to New Ulm and becoming 
associated with his father and elder brother, Dr. Albert 
Fritsche, in the Fritsche clinic. 

Dr. Fritsche was married at Whitewater, Wis., June 12, 
1917, to Miss Harriet Noel, who survives him. Two daugh- 
ters were born to them, one of whom, Margaret, succumbed 
to scarlet fever April 13, 1922, while the other, Amalia, lost 
her life as a result of an auto accident at Pueblo, Colo., 
October 4, 1922, while en route to New Mexico with her 
parents. Dr. Fritsche is also survived by his parents, as 
well as by three brothers and two sisters. The latter are: 
Mrs. Warren Bond, Lakefield; Dr. Albert New 
Ulm; Miss Louise Fritsche, instructor in the public schools 


Fritsche, 


at Blue Earth; Carl Fritsche, student in the medical depart- 
ment of the University of Wisconsin, and Theodore Fritsche, 
at home. 


DR. R. J. HILL 
Dr. R. J. Hill, of Minneapolis, president of the Council 
of the Minnesota State Medical Association, died Friday, 
February 2, 1923, at his home following a long illness. 


DR. ARTHUR M. EASTMAN 
Dr. Arthur M. Eastman, formerly of St. Paul, but in 
recent years residing in Minneapolis. died at his home 
February 24, 1923. 
Eastman was a prominent homeopathic physician and for 
many years was a member of the Minnesota State Board 
of Medical Examiners. 


Death was due to pneumonia. Dr. 


DR. J. P. SEDGWICK 
Dr. Julius Parker Sedgwick, head of the department of 
pediatrics of the University of Minnesota, died at his home 
at Minneapolis, February 25, 1923, following a protracted 
illness. 


DR. C. L. CLARK 
Dr. C. L. Clark. former deputy coroner and for thirty 
years general practitioner at White Bear, died at his home 
in Saint Paul, Friday, February 16, 1923, at the age of 66 


years. Death was due to bronchial pneumonia. 
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MEETING OF THE MINNESOTA STATE MEDICAL 
ASSOCIATION, OCTOBER 10, 11 
AND 12, 1923 
Association members are requested to hand in names and 
subjects to secretaries of the respective sections: 


Surgical Section—Dr. Gilbert 
Ave., Minneapolis, Minn.; 
Medical Section—Dr. A. C. Baker, Fergus Falls. Minn,: 
or 
Secretary of the State Medical Association, 403 Central 
Bank Bldg., Saint Paul, Minn. 


Thomas, 1009 Nicollet 


SPECIAL SERVICE TO AMERICAN MEDICAL Asso. 
CIATION MEETINGS AT SAN FRANCISCO 
IN JUNE 

The Medical Tours which have proven so highly suc. 
cessful during the past three years to New Orleans, Boston 
and St. Louis, will again be operated, to San Francisco 
this summer, by the Harlan Tours, its business managers, 
202 South State Street, Chicago, from whom circulars ean 
be secured. 

“The Medical Special De Luxe” will leave from Chicago 
via the Rock Island Lines on Saturday evening, June 16th, 
and from Minneapolis on the morning of the 17th via th 
Soo-Canadian Pacific. Special cars will be operated from 
the principal large cities, being attached to the “De Luxe” 
at Minneapolis. 

The itinerary of the “De Luxe” calls for sightseeing 
visits to Banff, Lake Louise, Glacier, Victoria, Seattle and 
Portland, and one of the main features this year is the 
motor trip from Banff to Lake Louise via Johnson Canyon; 
other features include the usual de luxe railway equip. 
ment, the trip through the Canadian Rockies by daylight. 
the all-day sail across the Puget Sound by steamer, a ban- 
quet at Seattle, and the famous Columbia River Highway 
motor trip. There will also be the usual distribution of 
home town papers en route. 

The “De Luxe” will arrive at San Francisco on Monday 
morning, June 25th, at 7:30 o’clock, and the return route 
can be made direct, or a more extended tour visiting the 
Big Trees of California, Santa Cruz, Del Monte, Salinas. 
Santa Barbara, Los Angeles, Pasadena, Catalina Island, 
Salt Lake City, the Grand Canyon of the Arkansas, the far- 
famed Royal Gorge and Colorado Springs. 

Special cars will also be operated direct to San Fran- 
cisco, and another special train is scheduled to depart irom 
Chicago Tuesday evening, June 12th, and from Minneapolis 
on Wednesday morning via the Soo Line. following th: 
identical itinerary of the “De Luxe” to San Francisco. 
reaching the convention city on Wednesday evening, Jure 
2lst, in time for its members to attend the meetings of the 
affliated and non-affiliated organizations which meet prior 
to the American Medical Sessions. 


ANNUAL CONGRESS ON MEDICAL 
MEDICAL LICENSURE, PUBLIC HEALTH 
AND HOSPITALS 


An invitation is extended to those interested in the annual 
meeting of the Congress on Medical Education, Medical 


Licensure, Public Health and Hospitals to be held March 


5. 6 and 7, 1923, at the Congress Hotel in Chicago. 
[his is a meeting of particular interest to physicians 
associated with medical education and those on the various 
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state committees of medical education and hospitals. The 
meeting will be addressed by Dr. Louis B. Wilson, Director 
of the Mayo Foundation of Medical Education and 
Research, Rochester, Minn., and Dr. Richard O. Beard, 
Associate Professor of Physiology, University of Minnesota 
Medical School, Minneapolis. 


UPPER MISSISSIPPI MEDICAL SOCIETY 


The annual meeting of the Upper Mississippi Medical 
Society was held in the Chamber of Commerce, Brainerd, 
Tuesday, January 30, 1923, with a representation making 
this year’s meeting one of the best and most successful in 
the history of the association. 

Papers presented before the afternoon session included 
the following: 


“Injuries of the Spleen,” by Dr. Theo. Bratrud, Warren. 
Discussion by Drs. L. E. Daugherty, John A. Evert and 
B. I. Derauf. 

“Local Anesthesia,” by Dr. L. E. Daugherty, Saint Paul. 
Discussion by Drs. W. W. Will and B. F. Van Valkenberg. 

“Prostatectomy,” by Dr. J. A. Thabes, Brainerd. 
sion by Drs. Theo. Bratrud and Joseph Nicholson. 

“Radium Therapy,” by Dr. John A. Evert, Saint Paul. 
Discussion by Drs. J. G. Millspaugh, Theo. Bratrud and 
B. W. Kelly. 

“Urgent Surgery,” by Dr. Joseph Nicholson, Brainerd. 
Discussion by Drs. B. F. Van Valkenberg and B. W. Kelly. 

“Tetanus, Case Reports and Treatment,” by Dr. A. H. 
Pierce, Wadena. Discussion by Dr. B. W. Kelly. 

Officers elected for the coming year are: President, Dr. 
M. E. Withrow, International Falls; first vice president, 
Dr. M. P. Gerber, Brainerd; second vice president, Dr. 
B. F. Van Valkenberg, Long Prairie; third vice president, 
Dr. W. W. Will, Bertha; secretary-treasurer, Dr. G. I. 
Badeaux, Brainerd. 


Discus- 


Following the regular business session a banquet was 
served to the guests at the Ransford hotel. 


McLEOD COUNTY MEDICAL SOCIETY 


The annual meeting of the McLeod County Medical 
Society was held at the Hutchinson Community Hospital 
Thursday, January 25, 1923, with a record attendance. 

Officers elected for the ensuing year are: President, Dr. 
W. R. Schmidt, Glencoe; vice president, Dr. Theo. C. Lund, 
Hutchinson; secretary and treasurer, Dr. D. L. Axilrod, 
Hutchinson; delegate to the state convention, Dr. J. B. 
Clair, Winsted, and alternate, Dr. P. E. Sheppard, Hutchin- 


son. 


OF GENERAL INTEREST 


Dr. P. M. Hall Ah-Gwa-Ching has returned from a two 


Dr. Dudley C. Frise. Minneapolis, is recovering from an 
operation for appendicitis. 


Dr. and Mrs. Andrews are the parents of a son, David 
Irwin, born February 9, 1923, at Rochester. 

Dr. F. L. Beckley, of St. Paul, left February 7, for Jack- 
sonville, Florida, for a month’s pleasure trip. 

Dr. and Mrs. H. D. Burns, of Albert Lea, are the parents 
of a little daughter, born Tuesday, January 16. 

Dr. and Mrs. William Herbst, Rochester, are the parents 
of a son, William Herbst, III, born January 18, 1923. 

Dr. J. B. Stevens, of the Mayo Clinic, was called to Sioux 
Falls, South Dakota, by the death of his father, January 20. 

Dr. O. E. Stewart, formerly of Albert Lea, has become 
associated with Dr. E. H. Marcum in the practice of medi- 
cine at Bemidji. 

Dr. Theodore A. Clifton of Isanti is now located in 
Chatfield, where he will be associated in practice with 
Dr. F. J. Halloran. 

Dr. Herbert Davis, Saint Paul, is recovering from an 
operation for appendicitis performed early in February at 
the Miller Hospital. 

Dr. Douglas F. Wood, of Minneapolis, was recently 
elected president of the Minnesota Society of the Sons of 
the American Revolution. 

Dr. N. S. Shulean, who has been in Somerset, Pa., for the 
past year, has returned to her home in Cambridge, Minne- 
sota, for an indefinite stay. 

Dr. W. F. Braasch, of Rochester, attended the meetings 
of the Clinical Society of the Genital Urinary Surgeons in 
Chicago, January 26 and 27. 

Dr. John Lyng, of Minneapolis, is now associated with 
Dr. F. L. Kling, in the Milaca Hospital, where he will 
continue the practice of surgery. 

Dr. D. W. McDougald, formerly of Le Sueur, who is 
engaged in postgraduate work in the East, is recovering 
from an attack of typhoid fever. 

Dr. J. T. Dahlin, recently of Duluth, where he completed 
his interneship at St. Mary’s Hospital, has located in Middle 
River for the practice of medicine. 

Dr. Herman P. Radtke, who recently completed his in- 
ternship at St. Mary’s hospital in Duluth, is to be associated 
with the Rood hospital at Chisholm. 


Dr. O. E. Campbell, formerly of Duluth and Boy River, 
has returned to Waubun, where he practiced several years 
ago, for the practice of medicine and surgery. 


Dr. Archibald W. Howe, Minneapolis, has returned from 
Vienna, where he has been engaged in postgraduate study, 
Dr. Howe also spent some time in Paris and Zurich. 


Word has been received of the death of Mrs. Alfred 
Hoff, wife of Dr. Alfred Hoff of Saint Paul, which occurred 
Friday, February 2, 1923. Death was due to heart disease. 


Dr. C. K. Maytum, of the Mayo Clinic, is caring for the 
practice of his father, who is in the South Dakota Senate. 
At the adjournment of the session, Dr. Maytum will return 
to the Clinic. 


Dr. Edward T. Martin, formerly of Marble, is now asso- 
ciated in his practice with Dr. N. D. Kean, at Coleraine. 
Dr. Martin, who is mayor of Marble, will continue in that 
office until the spring election. 
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Dr. and Mrs. P. P. Vinson are the parents of a daughter, 
Portia Ann, born February 1, 1923. 

Dr. A. D. Corneia, formerly of the Earl Clinic, St. Paul, 
and more recently of Centerville, lowa, has returned to the 
Twin Cities and will be associated in his practice with 

Prof. J. J. R. Macleod and Dr. F. G. Banting, of the 
Department of Physiology of the University of Toronto, 
gave two Mayo Foundation lectures February 7 and 8, on 
the Value of Insulin in the Treatment of Diabetes. 

Dr. R. M. Rosenwald, of Minneapolis. 

Dr. A. T. Laird of Nopeming is the new president of the 
Minnesota Occupational Therapy Association, following his 
election at the first annual meeting held at the City and 
County Hospital, Minneapolis, February 5. 

Dr. John W. Bell of Minneapolis has been spending the 
winter in the Texas hills, where he reports a beneficial rest 
following his illness last fall. Dr. Bell plans to resume 
his practice in Minneapolis about the first of April. 


Plans are being made at Alexandria for a new community 
hospital to cost approximately $50,000. Dr. A. D. Haskell 
is chairman of a special hospital investigation committee, 
which will have charge of promoting the new institution. 


Dr. H. V. Hanson, formerly of Willmar, has discontinued 
his practice at the Union Clinic Hospital and has accepted 
a government position with the United States Veterans Bu- 
reau in Minneapolis, as an eye, ear, nose and throat spe- 
cialist. 

Dr. Thomas Myers. who is associated in practice with 
Dr. T. L. Birnberg, 744 Lowry Bldg., Saint Paul, has just 
returned from a five months’ trip to the pediatric clinics in 
St. Louis, Johns New York and 
Chicago. 


Hopkins University, 


Dr. Guy Campbell, for several years a physician at 
Plentywood, Montana, is now located at Melrose, where he 
is associated in practice with his father, Dr. J. E. Campbell. 
Dr. Guy Campbell recently completed a postgraduate course 
in medicine in Chicago. 

Dr. Wallace W. Holley, of Warren, Minnesota, and Miss 

Pearle Marguerite Palmer, daughter of Dr. and Mrs. Ford 
Norman Palmer, of Los Angeles, Cal., were married Tues- 
day, January 9, at the home of the bride’s parents. Dr. 
and Mrs. Holley are now at home at 308 Third Street, 
Warren, Minnesota. 
Public 
Health Association recently included three Minnesota physi- 
Dr. A. J. Chesley, executive officer of the Minnesota 
State Board of Health; Dr. L. D. Bristol, professor of pre- 
ventive medicine and public health at the University of 
Minnesota; and Dr. F. E. Harrington, health commissioner 
of Minneapolis. 


Appointments to fellowship in the American 


cians: 


Dr. and Mrs. O. J. Seifert, of New Ulm, who have been 
in Europe for several months, sailed for the United States, 
February 7, on the steamship “America” to arrive at home 
the latter part of the month. The major part of the time 
was spent in Berlin, where Dr. Seifert attended clinics at 
the large hospitals in the German capital. He also spent 
some time in Vienna at the Allgemeine Krankenhaus. 


Dr. and Mr. J. W. Andrews, of Mankato, left February 
10 for a two months’ trip to South America where Dr. 


Andrews plans to attend the national convention of the 
College of Surgeons, which is to be held in Buenos Aires 
Following the convention Dr. and Mrs. Andrews will atten 
the mid-winter fair at Rio de Janeiro, which is being py 
on in celebration of the Brazil centennial. They will rp. 
turn about April 14. 


Dr. Asa W. Daniels, one of the earliest pioneers of Mip. 
nesota, who was government physician to the Sioux Indians 
at Fort Ridgley in the early °50’s, celebrated his ninety. 
fourth birthday at his winter home in Pomona, California, 
Monday, January 15. Dr. Daniels is one of the oldest physi. 
cians in the state and was active in the establishment of 
the Minnesota State Medical Association. of which he js 
now an honorary member. 


The first number of the Northwestern Health Journal, 
published under the auspices of the Minnesota Public 
Health Association, appeared in February. This journal, 
while intended primarily for the public, needs the suppor 
of the profession throughout the state in order to properly 
introduce it. A special introductory offer of a two years 
subscription for the price of one is made to those who send 
in their subscription before April 15. Our readers are 
urged to send in fifty cents to the office of the Northwestern 
Health Journal, 300 Shubert Bldg., Saint Paul, which will 
entitle them to two years’ subscription. 


A recent cable dispatch from Tokyo announces the 
appointment of Baron Yoshihiro Takagi, chief surgeon and 
professor of surgery in the Tokyo Charity Hospital and 
Medical College, as a member of a commission of six 
Japanese doctors who will arrive in the United States early 
in March as guests of the Rockefeller Foundation for the 
purpose of studying American and Canadian medical insti- 
tutions and methods. The commission was appointed by 
the Japanese Minister of Education, Doctor Eikichi Kamada, 
to whom the Foundation’s invitation was extended by Presi- 
through Baron 
ambassador at Washington. 


Shidehara, the 
Nominations for membership 
in the commission were made by the Japanese Committee 
for Graduate Medical the United States. 
headed by Baron Sakatani, under whose auspices a number 


dent Vincent Japanese 


Education in 


of Japanese physicians have pursued postgraduate studies 
in the United States. 


Dr. Sofie A. Nordhoff-Jung, of Washington, District of 
Columbia, United States of America, has founded an annual 
prize of five hundred dollars bearing the title of “The 
Sofie A. Nordhoff-Jung Cancer Research Prize.” 
for the 
etiology, prevention and treatment of cancer. It 
awarded by a commission, composed of members of ile 
University of Munich, Bavaria, and be granted for the first 


This prize 


is destined encouragement of researches in the 


will be 


time in December of the year nineteen hundred and twenty- 
three. The commission consists of Professors Borst. Doe- 
derlein and Sauerbruch, with Professor von Romberg 3: 
chairman. This body is empowered to elect successors. 
The award will be made as a recognition of the most con- 
spicuous work in the world literature bearing on cancer 
research, done at a time antecedent to the allotment of the 
award. Though the prize will not be awarded on a com- 
petitive basis the commission invites all research workers 
in cancer to submit literature on this subject. 
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PROCEEDINGS OF THE MINNE- 
SOTA ACADEMY OF MEDICINE 


MEETING OF JANUARY 17, 1923 
Dr. H. Longstreet Taylor presiding 

Dr. Geo. Doucias Heap reported a case of pernicious 
anemia showing very remarkable forms of nucleated red 
blood cells. 

Mrs. A., age 28 years, married, children, was seen by 
Dr. Christian Hegge, May 3, 1922, with a very high grade 
form of anemia. Patient had given birth to a child seven 
months prior to the time I saw her. The childbirth had 
been without complications. Some weeks later she had an 
attack of la grippe but recovered from this without com- 
plications. Prior to the birth of her child she had been 
told that her blood was poor but ro blood examinations 
had been made. About two months prior to the time of 
her examination she developed fever, weakness and prostra- 
tion, became bedridden, the skin and the mucous mem- 
She did not lose ‘weight. Blood 
examination was made at that time, showing red blood 
cells 1,200,000, leucocytes 3,500, hemoglobin 25 per cent, 
color index 1.1. 

Patient had been in the hospital three weeks at the time 
| saw her, running a continuous temperature, with marked 
exhaustion and weakness. On examination, patient pre- 


branes became pale. 


sented a well-nourished appearance, but an extremely waxy 
white color. Temperature 105. 
pale. Many old decayed teeth. 


Mucous membranes very 
Physical examination nega- 
tive outside of the enlarged liver, reaching almost to the 
tranverse umbilical line. Spleen was markedly enlarged, 
reaching to the costal margin. There were retinal hemor- 
thages in both eyes and one or two dime-sized pupuric spots 
in the skin of either leg. No enlargement of lymph glands. 
No tenderness in the bones. The blood examination at the 
time this smear was made showed red blood cells 730,000, 
white cells 8,400. hemoglobin 17 per cent, with large num- 
bers of nucleated red cells in the blood, which are well 
illustrated by this beautiful water-color drawing. 

The water-color drawing which I here present shows a 
remarkable picture of normal megaloblasts, megaloblasts 
showing karyokenetic figures, some of them in diaster 
stage, others showing a dividing nucleus with three nuclear 
bodies, megaloblasts with undergoing pyknotic 
changes—some of the cells showing as many as six to 
eight round nuclear fragments, the like of which I have 
not previously seen in the examination of a very large num- 


nuclei 


ber of smears of the blood of patients with pernicious 


anemia. It is particularly to these latter cells with the 
marked fragmentation and division of the nucleus that I 
wish to call your attention. It is for this reason that I 
have presented the water-color drawing for your inspection. 

The patient lived only two days after I saw her and the 
diagnosis of pernicious anemia was made. 

I would like to inquire whether or not. in the experi- 
ence of the members here, a very active fragmentation of 
the nuclei has any prognostic significance in cases of per- 
nicious anemia. I have an idea that where one finds rather 
active breaking down processes in the nuclei as shown by 
fragmentation of the nuclei, those cases as a rule run a 
very rapid downhill course. 


Dr. A. Scuwyzer reported the following case: 

The case which I want to report is a woman who had 
about fifteen years ago an acute peritoneal attack—a tumor 
of the right ovary, partly cystic and partly dermoid, and 
that was removed. Since last summer she began to feel 
below par. She came to me a short time ago presenting 
a tumor developing in the splenic area; it felt just like 
the spleen or kidney, and the blood picture was of secon- 
dary anemia. Catheterization showed that the tumor was 
the kidney. On examination with sodium we found a dilat- 
ed ureter, and the pelvis was branched all through the 
tumor. On the right side we could insert the catheter 
only 3 cm. but no urine came, while from the catheter 
which was inserted into the left side, i. e., the tumor kid- 
ney, the urine came very profusely. But not a drop of 
urine from the other side, which was thought to be the 
healthy side. So we could not operate. She was catheter- 
ized again on the healthy side and the second time we 
could not get in farther than 3 cm. either. We injected 
the right kidney pelvis, though the catheter would only 
enter a very short distance, and obtained a beautiful nor- 
mal pyelogram. The kidney was normal in shape, but 
there was no urine, so we took a very small catheter and 
got it in, but still got no urine. We examined the left 
side again and it was working overtime. 

While we were letting the patient rest for a few days 
and were figuring what to do, she started to have pain 
and passed some blood and clots which were casts of the 
left ureter. It has looked, on account of the profuse secre- 
tion, as though we were dealing with a benign condition. 
Furthermore, hypernephroma would hardly give us this 
branching of the pelvis. Naturally we did not dare to 
remove the one functioning kidney. The bleeding came 
about five days later so it did not come from the catheter- 
ization. The patient suffered severely from pain. 

We then tried radium and within about thirty-six hours 
the bleeding stopped and it has not returned. That was 
five or six days ago. What else should be done with the 
case | don’t know. 

We put the radium over the tumor area very well filtered 
by 2 mm. of lead, 1 mm. of brass, and .5 mm. of silver. 
She had 2,700 milligram hours. 

Dr. Farr: I think we have all had the ex- 
perience in catheterizing to find that one or the other side 


Discussion: 


would fail to secrete even though we got the catheter in. 
I believe in those cases it would be well to give indigo- 
carmin hypodermically and watch the spurts from that side 
without the ureteral catheter. 

Dr. ScHwyzer: I am quite sure there was no urine from 
that side on three sittings. The permeability of the cathe- 
ters was tested every time before and after insertion. Fur- 
thermore, we felt that perhaps the urine did go along the 
side of the catheter, so I used the Harris segregator, which 
makes two pouches of the bladder, but still not a drop of 
urine came from the right side, while the left kidney worked 
very freely. 

Dr. F. W. Scuiutz reported the following case: 


The case I wish to report tonight concerns a little girl 
eight years old. She was brought to the office for a gen- 
eral examination and for a nervous disorder. 


A very peculiar posture of the child was one of the most 
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striking things observed. A cursory examination of the 
chest and palpation seemed to reveal a complete absence 
of both clavicles. 
tion. 

The general examination of the child showed no other 
unusual abnormalities. Outside of the nervous state and a 
moderate insomnia, she was in pretty fair condition. The 
general body development was good. Her weight was 49.5 
pounds. The tissues had a fairly good tone. All the in- 
ternal organs, including the heart, showed a normal condi- 
tion. 


This was confirmed by x-ray examina- 


She is under the care of an orthodontist for mal-occlusion. 
The chest deformity, which was really very considerable, 
‘had never been noticed before or considered abnormal. 
The mother states that the child is capable of all forms 
of exercise, in fact takes gymnasium work at the school, 
and has never complained of any discomfort or inability 
to perform the usual tasks or forms of exercise or play 
that children of her age engage in. 
never seen a case just like it before. 

Dr. H. B. ZimMERMAN reported a case of suppurating ap- 
pendicitis. 


I have personally 


This case is interesting only because of unusual circum- 
stances that made the diagnosis confusing. The patient 
was a man about 55 years of age, rather obese, and had an 
umbilical hernia about the size of an orange. He was ob- 
served by a very competent physician the day before I saw 
him. At this time the diagnosis was made of a strangu- 
lated umbilical hernia. The history was that the night 
before the patient was taken with violent abdominal pain, 
with vomiting, and the hernia was irreducible. He re- 
fused to go to the hospital at this time, so ice-bags were 
applied over the hernia and I saw him the next day. Up 
to this time the patient had no fever and his pulse was 
practically normal. When I saw him his abdomen was 
very much distended and he was still vomiting large 
quantities of brownish fluid. He was in great pain, but 
the pain was constant, not colicky in character. The 
hernia was still irreducible and he was not passing any 
gas by rectum. The leucocyte count was about 10,000 
and the differential count practically normal. 

I presumed that the patient had a strangulated umbilical 
hernia, and at operation made an incision in such a man- 
ner as to expose the neck of the sac. On opening the sac 
we found it to contain only omentum. This omentum, al- 
though it was matted together and congested, was not 
strangulated, and could easily be reduced. The condition 
of the hernia would not sufficiently explain his symptoms. 
Therefore the abdomen was opened by incising the rectus 
muscles on either side, so exposing the peritoneum. The 
intestines were diffusely inflamed and covered with a fibri- 
nous exudate. The abdomen was explored, and upon ex- 
ploring the right lower quadrant, purulent fluid escaped, 
and with some difficulty a gangrenous appendix was de- 


livered into the wound. The wound was closed by in- 


cising the upper over the lower flaps. The patient made a 
slow but perfect recovery. This is the only case of a 
really inflamed appendix with a diffuse peritonitis that I 
have ever seen that did not have fever. 

Discussion. Dr. Hersert Jones: I would like to ask 
if it is a good procedure to take out the appendix without 
drainage in gangrenous appendicitis? 
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Dr. ZIMMERMAN: 
cussion. 


I did not want to bring up that dis. 
I believe that in cases of peritonitis wherein the 
reaction to the infection is diffuse throughout the peritoneal 
cavity and where there is no apparent effort on the part of 
the peritoneum to wall off or localize the infection, then, 
after carefully removing all necrotic tissue such as a gan. 
grenous appendix, the abdomen is best securely closed 
without any drain into the peritoneal cavity. 

Dr. Farr: I would like to ask how sure the Doctor js 
that there never was any rise of temperature in this case. 
Could he be positive of that? Also, I would like to ask 
about the advisability of x-raying cases of intestinal ob- 
struction with the transverse plate and also directing 
through without the use of barium, as suggested by Case. 

Dr. ZIMMERMAN: ‘The temperature in two days was 
taken from 4 to 5 times at varying intervals. The last 
time, immediately before operation, it was taken by rectum. 
This work of Case’s is new to me and I did not feel com- 
petent to properly interpret such pictures, but I believe 
that it will come to be a valuable diagnostic agent. 

Dr. Frank Burcu read a paper entitled “Intra-Ocular 
Sarcoma” and showed several lantern slides. 

Discussion. Dr. Brown: I would like to ask Dr. Burch 
if he doesn’t feel, in the diagnosis of these cases and espe- 
cially those anterior to the equator, that transillumination 
gives a picture that gives a clue to the diagnosis. 

Dr. Burcu: I have been very much disappointed in 
transillumination in the diagnosis of these tumors. In only 
one of these five cases has this been of much value; that in 
the patient 77 years of age who had glaucoma. Jn that 
case I felt positive that transillumination aided diagnosis. 
The only place that transillumination is of value is when 
the growths are anterior to the equator. 

Dr. Scuwyzer: What is the prognosis in general? 

Dr. Burcu: The prognosis is as I gave it here—about 
50 per cent in cases where there are no metastases. Collins 
observed 79 cases in a period of 29 months and he found 
the recurrences were about 50 per cent. The case that | 
mentioned had a metastasis in the liver after five years. 
I found her accidentally in the hospital wards. 

Dr. E. M. Jones read his Thesis entitled “Affections of 
the Round Ligaments with report of a case of tuberculous 
hydrocele of both ligaments.” 

Dr. Rotnrocx: It has been my fortune to see two or 
three tumors of the round ligament, which were similar to 
those which the Doctor has described. The first was a large 
fibroid tumor, larger than a man’s hand. Before operation 
the diagnosis was much in doubt. All we could say was 
that we had a solid tumor; probably an inter-ligamentary 
fibroid tumor of the uterus, or perhaps some large tumor 
of the ovary. The growth was very round, pretty firm and 
hard, with a history of slow growth of about three years. 
The operation was attended wiih no difficulty; very simple 
in fact. I think the specimen is now in the University of 
Minnesota museum. I have also run across an adeno- 
myoma of the round ligament; very typical; about the size 
of a hickory nut. I also found a cystic tumor once where 
I was unable to determine the diagnosis beforehand. We 
thought we might probably have a hernia and we found a 
small cystic tumor which was such as the Doctor has de- 
scribed. This is undoubtedly a very unusual case; an un- 
usual location of tuberculosis, and the question is, how 


did it ge 
neatly a 
cially w 
But that 


this the 
prehens 
exactly 
could s 
fection 
from a 
mesent 
tuberct 
Tuberc 
long ti 
from | 
predisy 
Dr. 
openec 


Dr. 


before 
or in 
go on 
indire 
hydro 
tuber 
or th 
fectic 
this 1 
we a 
these 
Dr 
the y 
doub 
the « 
I 
} roun 


have 


iat dis. 
ein the 
‘itoneal 
part of 
. then, 
a gan- 
closed 


ctor js 
s Case, 
to ask 
al ob.- 
recting 
Case, 
S was 
e last 
ectum. 
| com- 
relieve 


Jeular 


Burch 
espe- 
nation 


ed in 
1 only 
hat in 
| that 
nosis. 
when 


about 
ollins 
found 
hat I 
years, 


ns of 
ulous 


NEW AND NON-OFFICIAL REMEDIES 


did it get there? Years ago the general dictum was that 
nearly all such cases were hematogenous in origin espe- 
cially where the Fallopian tubes were usually involved. 
But that dictum has changed. Some writers have come to 
the conclusion that it is not necessarily so but that the 
tubercle bacillus might gain entrance (in tuberculosis of 
the peritoneum) from the pleural cavity, by lymphatic ex- 
tension. Thus the erect posture of the patient and the 
close proximity of the tubes, the latter could easily become 
involved without the infection being hematogenous. I 
should say this must be a very unusual case and so far as 
my reading goes I don’t remember seeing a report of such 
acase. The differential diagnosis between the two was a 
matter of very great interest to me. 


Dr. A. Scuwyzer: I want to congratulate Dr. Jones on 
this thesis. He has taken in the whole subject very com- 
prehensively and the last case is of particular interest and 
exactly reported. Dr. Rothrock has said that tuberculosis 
could start from any focus in the peritoneum. If the in- 
fection wasn’t through the diaphragm it might have been 
from a smaller lesion, perhaps a broken-down tuberculous 
mesenteric gland. I have one such case in my mind. The 
tuberculosis then makes perhaps little trouble locally. 
Tuberculosis somewhere in the abdomen might go for a 
long time without any symptoms and a secondary infection 
from there may then occur in other areas where some 
predisposition exists. 


Dr. BENJAMIN: I would like to ask Dr. Jones if he 
opened the abdomen? 


No. 
Dr. BENJAMIN: 
Dr. Jones: 


Dr. BENJAMIN: 
before. 


or in the tubes. 


Dr. Jones: 
Was there no distention? 
None at all. 


I have never seen anything like this 
All the cases I have seen were in the appendix 
Sooner or later, if these are allowed to 
go on, the ovaries are affected and the round ligaments are 
indirectly affected. I have seen one tumor and two or three 
hydroceles of the round ligament. I cannot conceive of 
tuberculosis of the round ligament, unless it is caused by 
or the result of traumatism, if not from hematogenous in- 


fection. I never supposed there were so many tumors of 


this round ligament as Dr. Jones has reported, and I think 


we are to be congratulated on having Dr. Jones look up 
these statistics for us. 


Dr. Jones, in closing: I brought out in the paper that 
the pleurisy that the patient complained of in 1921 was un- 
doubtedly of tuberculous origin and I feel this establishes 


the original focus of the infection. 


I also wish to emphasize the fact that sarcoma of the 
round ligament is a much more serious condition than we 


have been led to believe. 


I might add that I heard from this patient yesterday and 


) she has very much improved; the only remaining symptom 


is a slight dysuria, which bothers her at times. 
Harry P. Ritcutr, Secy. 


NEW AND NON-OFFICIAL 
REMEDIES 


During January, the following articies have been accepted 
by the Council on Pharmacy and Chemistry for inclusion 
in New and Non-official Remedies: 

LEDERLE ANTITOXIN LABORATORIES: 

Bacillus Acidophilus Milk-Lederle. 
E. R. Squiss anp Sons: 
Bacillus Diphtheroid Allergen-Squibb. 
Staphylococcus Citreus Allergen-Squibb. 
Bacillus Influenzae Allergen-Squibb. 
Egg Yolk Globulin Allergen-Squibb. 
Horse Serum Allergen-Squibb. 
Winturop CHEmicaL COMPANY: 
Theocin Sodium Acetate. 
NEW AND NON-OFFICIAL REMEDIES 

Digitan Ampules (for Hypodermic Use).—Each c.c. con- 
tains 16 minims (1 c.c.) of a sterilized solution of digitan 
(see New and Non-official Remedies, 1922, p. 105), equiva- 
lent to digitan, 1.5 grains (0.1 gm.). Merck and Co., 
New York. 

Digitan Solution (for Oral Use).—1 c.c. contains digitan 
(see New and Non-official Remedies, 1922, p. 105), 1.5 
grains (0.1 gm.). Merck and Co., New York. (Jour. 
A. M. A., Jan. 13, 1923, page 106.) 

Bacillus diphtheroid Allergen-Squibb.—Prepared from the 
protein from Bacillus diphtheriae. 

Staphylococcus citreus Allergen-Squibb.—Prepared from 
the protein from Staphylococcus citreus. 

Bacillus Influenzae Allergen-Squibb.—Prepared from the 
protein from Bacillus Influenzae. For a description of the 
Bacterial Allergen-Squibb, see New and Non-official Reme- 
dies, 1922, p. 247. 

Egg Yolk Globulin Allergen-Squibb.—Prepared from the 
purified globulin of yolks of hens’ eggs. 

Horse Serum Allergen-Squibb.—Prepared from protein of 
normal horse serum. 

For a description of Food Allergen-Squibb, see New and 
Non-official Remedies, 1922, p. 241. E. R. Squibb and 
Sons, New York. (Jour. A. M. A., Jan. 27, 1923, p. 251.) 


PROPAGANDA FOR REFORM 


The Disappointments of Hexamethylenamin.—Hexa- 
methylenamin has joined the large and growing group of 
drugs of which much has been expected but which have 
failed to justify the hopes of their champions. The use to 
which hexamethylenamin is still devoted with apparent 
scientific justification is in preventing the growth of micro- 
organisms in the urinary tract and in destroying them when 
they are present in the urine in infectious diseases, such as 
typhoid fever. The drug is recommended as an antiseptic 
in cystitis and as a prophylactic prior to operations on the 
urinary tract. 

Its possible efficacy, however, depends on the elimination 
through the kidneys with a urine that remains distinctly 
acid in reaction; otherwise, no benefit is to be expected. 
Hexamethylenamin has no material antiseptic value as an 
antiseptic in the cerebrospinal fluid during spinal menin- 
gitis. It is not a uric acid solvent. Finally, the drug has 
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been shown to have no diuretic potency. Furthermore, 
hexamethylenamin is said to be liable to produce renal irri- 
tation when the dosage is large or the use protracted. 
(Jour. A. M. A., Jan. 6, 1923, p. 37.) 

Present Status of Insulin—The investigators of “Insulin” 
—the new pancreatic extract proposed for the treatment of 
diabetes—have applied for a patent on the product in 
Canada, United States and Great Britain. The patent for 
Canada and the United States has been tendered, when 
granted, to the University of Toronto. The University 
proposes to safeguard the product against commercial ex- 
ploitation and to insure the marketing of a standardized 
product. From the present indications it is hoped that the 
experimental period will be ended during the first half of 
1923 so that the product will become available. Dr. Mac- 
leod believes that “Insulin” will never entirely replace 
but that it is of undoubted 
value in assisting the weakened power to metabolize carbo- 
hydrates. 

It is to be hoped that the University of Toronto will be 
able to control the advertising claims and methods of mar- 
keting of the product. (Jour. A. M. A., Jan. 6, 1923, p. 36.) 
Antiberiberi Vitamin Concentrate-Metz—The Council on 


careful dietary regulations, 


Pharmacy and Chemistry reports that the Metz Laboratories 


have requested the acceptance for New and Non-official 
Remedies of Antiberiberi Vitamin Concentrate-Metz. The 
firm supplied adequate information in regard to the process 
whereby the product is obtained, and has presented evidence 
to show that the potency of the product is controlled by 
adequate animal tests. The firm, however, presented no 
proof to indicate that the product is of value therapeutically 
in human beings, and hence it could not be admitted to 
New and Non-official Remedies. The firm wished to make 
available to students and investigators of nutrition a product 
which is claimed to be antineuritic (antiberiberi) when fed 
to pigeons. It increases the food 
substance deficient 


intake of rats fed on 
vitamin B and causes increased 
weight, but not to the same extent as does the vitamin B 
(according to McCollum’s nomenclature). The Council 
deemed that from a scientific standpoint Antiberiberi Vi- 
tamin Concentrate-Metz is suitable for study, suitable for 


in 


animal experiments and for controlled experiments on man, 
and hence authorized publication of a preliminary report. 

Antiberiberi Vitamin Concentrate-Metz is prepared from 
brewers’ yeast. 

The vitamin extract is standardized so that 0.065 gm. 
shall represent the antineuritic potency of 10 gm. of freshly 
pressed brewers’ yeast. The product is marketed in the 
form of powder tablets, and solution (1 c.c. containing the 
antineuritic potency of 10 gm. freshly pressed brewers’ 
yeast). (Jour. A. M. A., Dec. 13, 1922, p. 106.) 

Culture-Lac Omitted from N. N. R. and Optolactin Not 
Accepted.—Culture-Lac is described in New and Non-offi- 
cial Remedies, 1922, as a culture of Bacillus bulgaricus 
manufactured by the Geck Laboratories, New York. The 
Special Pharmacal Co., Inc., Buffalo, N. Y., advised the 
Council on Pharmacy and Chemistry that it now owned 
Culture-Lac. The product now marketed, however, is not 
the preparation described in New and Non-official Remedies 
as Culture-Lac, but is said to be a culture containing 
Bacillus acidophilus and Bacillus bulgaricus. The Council 


directed that the Culture-Lac of the Geck Laboratories be 
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omitted from New and Non-official Remedies because j, A 











off the market. The Council declared the Culture-Lac 9 - 3 
the Special Pharmacal Co., Inc., to be inadmissible to Ne — 
and Non-official Remedies (1) because there is no accept. — 
able evidence for the administration of a mixture of } hen _ 
bulgaricus and B. acidophilus, and (2) because the prep, tally (1) 
ration was marketed with unwarranted therapeutic clain; a 
Optolactin is the name applied by Fairchild Bros, anj and 
Foster to a tablet said to contain mixed cultures of 3 aa 
vis * 








bulgaricus and B. acidophilus. The Council on Pharma 
and Chemistry declared Optolactin inadmissible to New anj 
Non-official Remedies (1) because there is no acceptably 
evidence for the use of the mixture; (2) because its nam 
is not descriptive of the composition; and (3) because the 
circular accompanying the trade package is likely to lea) 
to the ill-advised use of Optolactin by the public. (Jou, 
A. M. A., Jan. 13, 1923, p. 127.) 

Bacillus Acidophilus and Intestinal Putrefaction —While 


in 
m 
























literature. 


g from 
ethod a 


2, 1923, 











the administration of soured milk products is at times bene. Abe 
ficial, the cause of this beneficial action is still undete.{’ 
mined. The belief that the Bulgarian bacillus can be per 
manently implanted in the intestinal tract and that this —@# 
implantation is responsible for the effects is no longer 
tenable. Of late attention has been called to the effects of 

the administration of milk cultures of Bacillus acidophilus, 

which is stated to be a normal inhabitant of the huma 
intestinal tract. 

It is reported that this bacillus may be successfull 
implanted in the intestinal tract provided a suitable pabu. om 
lum is provided. It has been assumed that the acidity of St G 
putrefactive organisms would be almost entirely suppressed us—J 
by a change of the flora produced by the administration of kins Us 
milk containing cultures of Bacillus acidophilus and tha essary | 
with such implantation the somewhat hypothetical toxic for the 
products charged with harm to the body might also be ev of the 
pected to be suppressed. If indican excretion, however. has bee 
may be taken as an index of intestinal putrefaction, it nov od see 
appears that implantation of Bacillus acidophilus in the In se 
intestine does not lower the putrefactive process. is imp 

This suggests that favorable clinical effects produced by — ™¥ § 
the administration of lactose cultures of Bacillus acidophilus} "€- I 
are not primarily dependent on decreased production of the tell a 
antecedents of indican. (Jour. A. M. A., Jan. 20. 1923.8 25 SYE 
p. 186.) arsphe 

Quayle’s “Bob-White Habit Sinkers.”—Charles H. Quayle. whi 
M.D., of Madison, Ohio, “Medical Director” of the “Ds.[p labora 
Quayle’s Sanitarium, A Retreat for Drug Addicts. Ale lis ve 
holics, and Cigarette Inveterates” and “Specialist in Drg gf °™8! 
and Liquor Addiction,” has been exploiting an alleged cur had s 
for chronic morphinism “and any other drug addiction. B &UP 
Formerly the treatment was “not for sale to any layman «! | obvior 
person who wishes to treat himself” and physicians wer} pe 
importuned to use it. Today we find the Quayle’s produc f) etl 
advertised in the Police Gazette and similar literary pr We 
ductions. A “treatment” was purchased by a layman (forf) ness 
twenty-five dollars) and turned over to the A. M. Af) patie 
Chemical Laboratory for analysis. The “treatment” conf) work. 
sisted of four boxes of pills labeled as follows: 34 car 

“No. 1—Eliminative.” (Cumained 3  chocolate-coatel[® to us 

pills and 1 capsule.) UP a 

“No. 2—Antidote.” (Contained 323 yellow-coated th W. 

lets.) utmo 



























we, ) “No. 3—Nerve Tonic.” (Contained 37 red-coated pills.) 
is Nn “Special Eliminative Bowel Tablets.” (Contained twelve 
i onl white-coated tablets.) 2 i 
ae 7 The analysis demonstrated that the treatment is essen- 
a wed tially (1) active elimination by cathartics; (2) the admin- 
ic claing stration of atropin during the stage of morphin withdrawal; 
Bros, ol and (3) the use of strychnin at the close of the “treatment. 
res of B It is evident that this is no more a cure than could be de- 
a vised by any physician who is familiar with modern medical 
New el literature. No physician will believe that a patient suffer- 
eceptabl ing from chronic morphinism can cure himself by any such 
ite a method as that exploited by Quayle. (Jour. A. M. A., Jan. 
cause the 97, 1923, p. 270.) 
y to lead 
(Jour, 
™ PROGRESS. 
ee “a Abstracts to be submitted to Section Supervisors. 
undeter. 
1 be per. MEDICINE 
that this 
0 longer SUPERVISORS: 
fects of F. J. HIRSCHBOECK, 
dophilus FIDELITY BLDG., DULUTH 
> human THOMAS A. PEPPARD, 
aaa LA SALLE BLDG., MINNEAPOLIS 
"eSstully 
it BB SUGGESTIONS FOR HISTORY-TAKING IN SYPHL 
pprened LIS—Joseph Earle Moore and Albert Keidel (Johns Hop- 
wind kins University): The following outline of questions nec- 
ind thar Me S2°Y for accurate history-taking in syphilis, is that in use 
al toxic 0 the instruction of students in the Syphilis Department 
» be ex % the Medical Clinic of the Johns Hopkins Hospital. It 
sialic has been suggested to us that the outline may be of interest 
it now practitioners of medicine. 
in the In so protean a disease as syphilis, accurate history-taking 
is imperative. In many instances, a diagnosis of syphilis 
uced by must stand or fall on the information elicited by question- 
lophilus ing. It is daily our experience to meet with individuals who 
n of thee tell a story of a previous genital sore, diagnosed elsewhere 
), 1923, as syphilis and treated with a little mercury or a few 
arsphenamins. Such a patient may desire information as 
Quayk.| t0 whether or not he is cured. A thorough clinical and 
he “Dr laboratory examination fails to reveal any evidence of syphi- 
. Ale lis and it then becomes necessary to decide whether the 
n Drizh original diagnosis was correct, and if the patient actually 
ed cur§ ad syphilis. Inasmuch as the majority of patients in this 
iction” — gtoup have been given pitifully inadequate treatment, it is 
man of Obvious that the whole future course will depend on a 
1s were Proper decision. This can only be arrived at by a correct 
product f) itterpretation of accurate questioning. 
ry pf) We have frequently found it necessary to deplore loose- 
an (for ness of terms in history-taking. Such statements as “the 
M. A } patient had a chancre in 1898” are not permitted in our 
con. : work. The examiner must use the term “genital sore,” with 
+ careful description of its characteristics, and is allowed 
-coated } to use the term “chancre” only after his own mind is made 
up as to the accuracy of the statement. 
| tab We have found the outline given below to be of the 





utmost value in our own work. 


It must be used, of course, 
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as an addition to the usual questions asked in taking a 
routine medical history, including particularly amnestic 
data relating to the cardio-respiratory, gastro-intestinal, and 
genito-urinary systems. 

A series of questions is suggested, study of which will 
bring out the essential factors. In a history of syphilis it is 
important to state answers either positively or negatively. 
Where definite lesions are present a complete description 
should be given. 

Syphilis may be either congenital or acquired. When 
congenital syphilis is suspected the family history is of the 
utmost importance. In acquired syphilis it is necessary 
only in so far as direct communication of the disease to 
other members of the family is concerned (marital history). 
Questions will depend upon the stage of the disease; in a 
patient with a chancre questions as to tertiary and neuro- 
syphilis are superfluous; on the other hand, in a suspected 
tabes, for example, all of the points below should be con- 
sidered. Not infrequently a patient will have no knowledge 
of the nature of his illness, previous manifestations having 
been overlooked or misinterpreted, and it then becomes 
necessary to reconstruct a history of syphilis from data 
given or implied in the patient’s statements, and from re- 
plies to well-directed questions: 

Family History—(a) If congenital syphilis is suspected, 
the history is often better obtained from parents or close 
relatives than from the patient. 


Father and mother? If living, age and state of health? 
Have they been examined for syphilis and with what result? 
If dead, age at and cause of death with particular reference 
to “strokes,” paralyses, “softening of the brain,” locomotor 
ataxia, insanity, heart disease, rheumatism? The order and 
result of pregnancies in the family with dates? How many 
stillborn? How many miscarriages (important)? Dura- 
tion of pregnancy at time of miscarriage? Time relation 
of miscarriages to other pregnancies? Brothers and sisters 
living? Age and state of health of each? Did any ever 
have snuffles or cold in the head at or shortly after birth, 
generalized skin rash, peeling eruption on the palms and 
soles, or sores about the mouth and anus early in life? 
Any other eruptions in early childhood? Any eye trouble 
(interstitial keratitis)? Any ear trouble? Any bone 
trouble (periostitis) ? Swellen joints? Notching of second 
teeth? Convulsions, idiocy or feeble mindedness? Have the 
living children been examined for syphilis and with what 


result? Brothers and sisters dead? How many? Age at 
and cause of death? 
(b) If Acquired Syphilis—Is patient married? How 


Age and state of health of partner? Symptoms of 
Pregnancies, how many, order of oc- 
currence and what result? Number of miscarriages, still- 
births, deaths in infancy? Indicate in the scheme, if pos- 
sible, the point when syphilis enters the family history. Liv- 
ing children, name, age, and sex of each? Any manifes- 
tations of congenital syphilis in offspring (see above) ? 
Have the living children been examined for syphilis? What 
result? (In the colored race it is well to inquire for preg- 
nancies regardless of marital state.) 


long? 
syphilis in partner? 


History of Syphilis—Proceed by a definite routine, as 
suggested by the following outline. The method differs 
somewhat in males and females, and in early and late cases. 


202 


Primary (Male)—When did the patient have a genital 
sore? (Do not use the word chancre.) Its location on 
the penis or elsewhere on the genitalia (frequently of 
chancroids at the frenum)? Its time relation to sexual 
exposure if definitely obtainable? Who was the partner— 
professional prostitute, street walker, friend, wife, etc? (Be 
tactful in questions about wife or husband.) Was the sore 
single or multiple? Painless or painful? Shape round or 
irregular? Size? Spreading rapidly or not? Base clean 
or dirty? Much discharge, and, if so, character? Hard or 
soft to touch? Elevated or depressed? Color? How long 
did it last? Complicated by bubo? If so, was this painful 
or painless? Did it break down and suppurate? Was it 
incised? Unilateral or bilateral? Did the patient show 
the sore to a physician? His name? How soon after the 
onset? His diagnosis? Was a dark-field examination 
made? Result of this? What was the treatment—local or 
general (see below)? What effect did treatment have on 
the sore? Was a Wassermann done, and, if so, with what 
result? Has the patient ever had more than one genital 
sore? If so, date and character of each {see above) ? 
If he denies sore altogether, did he ever have gonorrhea 
(strain, clap)? How long did it last and what were its 
complications (endo-urethral chancre)? If he denies all 
possible primary genital lesions, did he ever have second- 
aries (see below)? Is there a history of a possible extra- 
genital primary (lips, tongue, tonsils, fingers)? Its char- 
acteristics (see above with special reference to satellite 
adenopathy) ? 

Primary (Female)—In females the history of a primary 
sore is often difficult or impossible to obtain, because so 
many occur without the patient’s knowledge (cervix, vagina, 
small sores on nymphz, etc.). 

Were there any sores about the privates? 
acteristics (see above) ? 


Their char- 
If not, was there ever a vaginal 
discharge? When, and what was its duration and char- 
acter? Any symptoms pointing to a Neisser infection 
(dysuria, redness, swelling and ‘pain of the genitalia, pelvic 
inflammatory disease, etc.) ? 

Secondary Manifestations (no difference in men and 
women)—Cutaneous rash? Its time relation to a possible 
primary? Its distribution? Character of lesions? Color? 
Elevated or not? Itching? Other subjective symptoms? 
Duration? Sores in the mouth? Their relation to tobacco? 
Their location (lips, tongue, etc.)? Their character? Sore 
throat? Sores about the anus or genitalia? Their char- 
acter—elevated, ulcers, piles, etc.? Alopecia? Headache? 
Its severity? Worse at night or in the daytime? (Syphilitic 
pain is practically always worse at night.) Its duration? 
Malaise? Fever? Bone (osteocopic) pains? What bones? 
Worse at night? Were bones tender to touch? Any joints 
involved? Inflammation of eyes? Any glandular swelling? 
Were any of these lesions seen by a physician? His diag- 
nosis? Treatment? Its effect on lesions? 


Tertiary Manifestations (inquire for lesions occurring 1-7 
years or more after onset of disease)—Time of appearance 


of lesions? Their distribution (asymmetry)? Eruptions 
anywhere on the body? Their character? Ulcers? Perio- 
stitis? Painful swelling (especially on exposed bones such 
as cranial bones, clavicles, sternum, ribs, tibiz, and ulnz) ? 
Their chronicity? Their relation to trauma? Their ten- 
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dency to heal and break down again? Tissue loss? Scar 
pigmented or not? “Rheumatism”? Persistent headach: 
worse at night? Sore throat? Aphonia? Fluid regurgity. 
tion through the nose? Loss of weight? Feeling of beloy 
par? Any visceral complaints? (The necessity of inquir. 
ing of every case the essential points in the medical histor 
relating to respiratory, G. I., and G. U. tracts, and especially 
the cardio-vascular system, is again emphasized). 


Neurosyphilis (the order of appearance of symptoms js 
of great importance)—Headache? Location and chara. 
ter? Intermittent or continuous? Worse at night? Scalp 
tenderness? Vertigo? Difficulty with sense of smell? 
With vision? Diplopia? Noticeable squint? Difference in 
vision between day and night? Trigeminal neuralgia’ 
Facial weakness or paralysis? Deafness, unilateral or bi. 
lateral, complete or incomplete, onset sudden or gradual’ 
Tinnitus? Difficulty with taste? Speech defect? Trouble 
with swallowing? Difficulty in walking? More marked a 
night? Tendency to stumble going upstairs? More definite 
ataxia in upper or lower extremities? Lightning pains? 
More indefinite rheumatic pains? Girdle pains? Girdle 
sensation? Pareesthesias in hands or feet? Gastric up 
sets (crises)? Constipation? Bladder trouble—diffculty 
in starting or completing flow of urine? Loss of sexul 
desire? Of sexual power (libido and potentia)? Joint 
trouble (Charcot)? Aphasia, transient or permanent’ 
Paralyses partial or compiete? Hemiplegia? Changes in 
mentality? Changes for tae worse in habits and personal 
appearance? Disposition belligerent? | Over-talkative’ 
Delusions of grandeur? Of persecution? Hallucinations’ 
Subjective loss of memory? Inability to concentrate? 
Change in writing? Tremor? Any more vague complaints 
referable to the nervous system? Loss of weight? 

Laboratory Examinations—Were Wassermanns made 4 
any stage? If so, where, by whom, with what result, on 
what dates, more especially the last? Has the spinal fluid 
ever been examined? What was the result? 


Treatment—An accurate outline of previous treatment 
should be attempted. By whom administered? Local o 
general? What drugs? As exactly, as possible, what dates 
was it given? Determine preparation of drugs used, dosage, 
interval between doses of arsphenamine, effect of treatment 
on lesions, and whether treatment was intermittent, con- 
tinuous, or unsystematic. (Reprint from “Abstracts from 
Recent Medical and Public Health Papers, issued by the 
Division of Venereal Diseases, U. S. Public Health Ser 


vice.”’) 


REPORT OF THE MENTAL HYGIENE SURVEY OF 
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CINCINNATI—Conducted by the Nat. Com. for Menta F 


Hygiene, New York City, V. V. Anderson, M.D., Associate 
Medical Director under the auspices of the Mental Hygiene 
Council of the Public Health Federation of Cincinnati, May, 
1922. 


The purpose of this survey was to throw light upon the 
mental factors involved in various social problems with 
which this city has to deal, to determine the frequency o 
mental disease and feeblemindedness, and what bearings 
these conditions, as well as other mental conditions, had 


inded 
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upon delinquency, illegitimacy, vagrancy, prostitution, de- 
pendency, outdoor relief, unemployment, etc. 

Studies were made of individuals coming in contact with 
the Juvenile Court, the Opportunity Farms for Boys and 
Girls, Hamilton County Jail, the Ohio Humane Society, 
the Associated Charities of Cincinnati, the United Jewish 
Social Agencies, the Bureau of Catholic Charities, the 
Home for the Friendless, the Catherine Booth Home, the 
Children’s Home, the General Protestant Orphanage, the 
hoarding homes for children, county and city infirmaries, 
ind finally over 4,000 public school children. 


DELINQUENCY 


At the Juvenile Court it was found that approximately 
two-thirds of the children had intelligence quotients over 
90 (intellectual retardation was not considered an impor- 
tant factor in their delinquent conduct); approximately 
two-thirds of the children, when classified from a psychiatric 
point of view, were found to be suffering from either psy- 
chopathic personality, epilepsy, feeblemindedness, border- 
line mental defect or mental disease, or were classed as 
subnormal. Approximately 70 per cent of the Juvenile 
Court cases were found to be in homes that received the 
lowest scores on “parental control and supervision,” and 
“parental conditions.” The homes of the delinquent girls 
were more unfavorable than those of the boys. Ninety per 
cent of the delinquent girls came from homes that received 
the very lowest scores possible on “parental conditions” 
The mother of every fifth 
delinquent girl was a sex delinquent herself. Forty per 
cent of the fathers of the psychopathic delinquent children 
were alcoholic. The father of every fourth psychopathic 
child was guilty of non-support or family desertion. 

Approximately 494 cases, of which less than half were 
adult offenders, 24.1 per cent were determined to be nor- 
mal; 24 per cent feebleminded; 11.6 per cent subnormal; 
98 per cent borderline mental defect; 22.6 per cent psycho- 
pathic; 4.3 per cent psychoneurotic; and the remaining 3.7 
per cent were epileptic or had endocrine disorder or mental 
disease. 


and “parental supervision.” 


DEPENDENCY 


A group of 359 children and 1,022 other cases coming 
under the attention of charitable organizations, 27.1 per 
cent were found normal; 8.7 per cent feebleminded; 11.4 
per cent subnormal; 7.7 per cent borderline mental defect; 
8.1 per cent psychopathic; 29 per cent mentally diseased; 
46 per cent psychoneurotic; 1.7 per cent epileptic and 1.7 
per cent had endocrine disorder. 

PUBLIC SCHOOL CHILDREN 


In order to find out what proportion of the public school 


children are mentally handicapped, mentally maladjusted, 
jand hence likely to furnish us with the grist for our future 
Hjuvenile and adult courts, jails, delinquent institutions, 


lependent institutions, unimprovable cases of dependency, 


unemployment, illegitimacy, and the like—a study was 


made of over 4,000 public school children, the idea being 
to get a fair picture of the average school child. Two per 
ent of the public school children were classified as feeble- 
inded. 2 per cent were cases of borderline mental defect, 
.) per cent were diagnosed as nervous and psychopathic 
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children, 4.8 per cent as subnormal, 0.1 per cent were suf- 
fering from epilepsy and 0.7 per cent from endocrine dis- 
orders. 

It was also found that approximately 6 per cent of the 
public school children showed conduct disorders. 

J. C. MicHaet, 

THE LYMPHOIDOCYTE AND THE TURK CELL: 
THEIR HEMATOLOGICAL RELATIONSHIPS AND 
CLINICAL SIGNIFICANCE—J. C. Matthews and C. V. 
Pearson (The Lancet, London, p. 909, October 28, 1922) : 

An interesting discussion of these cells is presented. 
The technique employed in staining the films consists of 
(1) Jenner’s stain undiluted for 2 minutes, (2) Jenner's 
stain diluted 1:20 with distilled water, 2 minutes, (3) 
Gienisa’s stain diluted 1:20 with distilled water, 10 min- 
utes: (5) blot, allow to dry in the air, no Canaca balsam 
or coverslip used. The advantages of this method of stain- 
ing are: the staining is uniform and results can be better 
compared; there is clearer definition of the nucleus; there 
is a vigorous differentiation of the granular in the cyto- 
plasm. 

The authors present a very clear description of these 
cells and give a comparison with the lymphocyte the mo- 
nonuclear cell, and the erythroblast. In the lymphoidocyte, 
the primordial mother cell, the cytoplasm forms a narrow 
rim around the nucleus and stains a moderately deep blue; 
the nucleus has a fine chromatin network, which stains 
much less deeply than that of the lymphocyte (leptochro- 
matic and amblychromatic) ; three or more nucleoli can also 
be distinguished, appearing as clear, translucent eval areas 
near the center of the nucleus. The nuclear outline is not 
well defined; the adjoining cytoplasm is often less deeply 
stained than the periphery, a condition described in the liter- 
ature as the “perinuclear halo.” A small number of fine 
azur granules in the cytoplasm can sometimes be made out. 
The cell called by Turk, Reizungsform, often known as the 
Turk cell, has the following characteristics—somewhat 
variable in size, it is usually considerably larger than a 
red blood corpuscle, circular in shape, with a regular, well- 
defined outline; the cytoplasm is deep blue, occasionally 
vacuolated, but never containing azur granules; the nu- 
cleus is eccentric, usually circular, occasionally reniform, 
staining deep purplish red and showing a coarse nuclear 
network (trachychromatic and pachychromatic); one or 
two nucleoli can sometimes be made out. Very rarely one 
meets with Turk cells containing two discrete nuclei. . 

The Turk cell is considered an “irritation” or “stimula- 
tion” cell. The lymphoidocyte is the one to which all other 
cells can be traced back. 

A very interesting series of experiments were made to 
determine the factors influencing the appearance of these 
cells in the blood. While not conclusive, yet they tend to 
show the lymphoidocyte is found only in diseases of the 
hemopoietic organs such as the leukemias. On the other 
hand the Turk cell appears in large numbers in most gen- 
eralized bacterial infections. This fact is considered of 
especial value in determining whether or not an endocar- 
ditis is of the infective type, and the prognosis can more 
accurately be given. It is an article well worthy of careful 
perusal by every hematologist and internist. 


H. J. Lioyp. 
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MUTATION OF PULMONARY SHADOWS DUE TO 
TYPE OF BREATHING—H. A. Bray (Am. Jour. Roentg., 
October, 1922): The author argues against the use of a 
strictly pathological nomenclature in interpreting pulmo- 
nary shadows. Stereoscopic plates were made at the height 
of suspended costal inspiration, and again at the height 
of suspended diaphragmatic inspiration. The differences 
are then evidenced on the films by contrast. With costal 
type of breathing there is noticed (1) greater width of the 
thorax, (2) the relatively wider intercostal spaces, (3) 
the shorter and wider mediastinal shadow, (4) relatively 
higher position of the hilus shadow, (5) the “hard” appear- 
ance of certain pulmonary markings. The heart occupies 
relatively more of the left lung field when the plate is 
taken at the height of suspended diaphragmatic inspira- 
tion. 

In certain instances shadows ordinarily termed “hard,” 
and regarded by some observers as denoting fibroid and 
inactivity, may be converted into shadows which are “soft” 
and commonly interpreted as evidence of an active lesion. 
The reproduction illustrating the article strikingly empha- 
sizes the differences which may occur. 

T. A. Pepparp. 


A PRELIMINARY REPORT ON SOME CASES OF 
CONTRACTED KIDNEY—S. B. Dyke (Quart. Jour. of 
Med., October, 1922): The basis of this report is a short 
series of necropsies performed by the author on some cases 
of contracted kidney, intensively studied from the clinical 
and histopathologic standpoint. 

In the past, contracted kidneys have been differentiated 
into two main groups—secondary and primary—the former 
supposedly representing the end result of an inflammatory 
process, the latter the result of arteriosclerosis of the vas- 
culature of the kidney. 

Gaskell, in 1912, divided the latter group into two fur- 
ther subdivisions, the first consisting of those in which 
there were changes in the kidney structure, mainly atrophic, 
with little evidence of inflammation, with involvement of 
the larger arteries of the kidney, and unaffected arteriolas; 
in fact, the vascular changes associated with senile arte- 
riosclerosis. In the second group, the most prominent 
change is an intense intimal hyperplasia of the smaller 
arteries and arterioles, with incidental fatty change, accom- 
panied by round-cell infiltration and other inflammatory 
evidences. 

The two subdivisions of the primary cardiovascular kid- 
neys are called the senile arteriosclerotic and the diffuse 
hyperplastic sclerotic respectively. 

Photomicrographs of some of his slides illustrate very 
graphically the transition from the normal intima of the 
larger arteries to the hyperplastic degenerative intima of 
the smaller arterioles, indicative of the diffuse hyperplastic 
sclerotic kidney. 

The term “senile arteriosclerotic kidney” should be very 
strictly applied to that group only, as of the two types of 
contracted kidney that is the only one showing no inflam- 
matory reaction, and Dyke’s observations proved that this 
type of kidney is the one unassociated with renal insuffi- 
ciency and hypertension. 


Differentiation between the secondary inflammatory kid- 
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ney and the diffuse hyperplastic sclerotic kidney was som, 
what more difficult, as there was a varying ratio between 
the inflammatory process and the intimal hyper)lasia ay 
fatty changes in the arterioles, one or the other predoyj. 
nating. In both these instances chemical tests showed , 
progressive debasement of renal function. The writer ly. 
lieves that both the inflammatory and vascular changes jg 
these instances are the common result of the action of oy 
toxic agent, and that it is impossible, either on histologic 
or chemical grounds, to properly subdivide them. 
The report emphasizes the histo-pathological _ pictur 
rather than the clinical aspects of these lesions. 
F. J. Hirscusoec, 
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LIPPING FRACTURE OF LOWER ARTICULAR END 
OF TIBIA—B. F. Lounsberry and A. R. Metz (Arch. Surg, 
November, 1922, p. 678): There are two types of thes 
fractures, the anterior and the posterior. The anterior 
type is caused by a sudden violent overflexion of the foot 
The astragalus is forced forward and upward. Its conver 
anterior articulation meets resistance against the concave 
anterior lip of the lower articular end of the tibia and a 
oblique fracture results. 


Fracture of the posterior lip is caused by catching the 
heel so that the weight of the body is thrown on the fost 


in a position of hyperextension. The posterior lip of the 
tibial articulation is forced against the posterior aspect off, 
the astragalus and a fracture, from below upward and 
obliquely backward, results. 


In view of the difficulty encountered in reduction by 
manipulation and the indifferent: end results obtained, 
Lounsberry and Metz have treated these cases by open 
operation. A crescentic incision is made over the intern 
malleolus, from a point six inches above to one over th; 
distal end of the astragalus. The incision extends dow 
through the periosteum to the end of the tibia. The pet: 
osteum is reflected back from the medial surface, over the 
crest and over the dorsal aspect. The small fragment i 
pushed into place and held by a Lowman clamp. A hok 
is drilled through the anterior fragment into the posteria 
regardless of which type of lipping fracture exists. A peg 
is cut from that portion of the tibial crest which lies withia 
the field of operation. It is then shaped, driven into plactig; 
and the ends cut flush with the tibial surface. The peti 
osteum and skin are then sutured and a cast applied whic! 
holds the foot at a right angle and extends to the kne 
In six to eight weeks the cast can be removed and hydro 
therapy and massage started. 

Donatp K. Bacoy, 
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PHARYNGEAL DIVERTICULUM AND ITS SURGI- 
CAL TREATMENT, WITH A RECORD OF TWO CASES 
_p, P. Wilkie and J. N. J. Hartley (British Jour. Surg., 
July, 1922) : 

The authors open with an historical review of the sub- 
ject. 

From a pathological viewpoint, the condition consists 
of a pouch of pharyngeal mucous membrane which pro- 
tudes between the transverse and oblique fibres of the 
cricopharyngeus muscle in the mid-line posteriorly. It is 
practically always an acquired condition and may take 
years to develop. As the pouches increase in size, it de- 
scends and tends to be deflected to one side of the mid- 
line, usually the left. It passes down behind the esophagus 
and carotid sheath and lies between the prevertebral and 
pretracheal layers of cervical fascia and may eventually 
occupy the posterior mediastinum. The sac is usually pyri- 
form in shape, and its pharyngeal orifice is as a rule mod- 
erately wide. The sagging down of the sac very soon 
brings the pharynx into alignment with it, the upper open- 
ing of the esophagus appearing as a narrow aperture on 
he anterior border of the neck of the sac. This explains 
how food and instruments first pass into the sac and it is 
oly when this is filled that nourishment passes down the 
sophagus to the stomach. 

Clinically, these cases show marked difficulty and inco- 
ordination in swallowing which may have existed for years. 
he most characteristic symptom is the regurgitation, at 
ariable periods after meals, of unaltered food. There is 
Iso a visible swelling in the neck when the pouch is full, 
hich vanishes as it is emptied. Roentgen-ray examination 
ter ingestion of an opaque liquid is the most trustworthy 
method of confirming the diagnosis. 

Relief is most readily secured by operative measures. 
While the one-stage operation has been tried, the authors 
lieve that the two-step procedure is safer and likely to 
rive a higher percentage of good results. In the first stage, 
e incision is made along the anterior border of the ster- 
homastoid muscle, which is retracted laterally along with 
e carotid sheath and its contents. The sac is usually 
asily mobilized and is brought out of the neck wound 
fter packing has been placed to aid in walling off the 
eck and entrance of the mediastinum so that the next step 
ill not give rise to fatal infection. In the second opera- 
ion, the neck of the sac is circularly incised until the 
nucosa is reached. The mucosa is then separated for a 
‘Espace of an inch or more and then cut across. The mu- 
osal cuff is inverted by interrupted sutures and the muscle 
losed over it. A drain is inserted to the point of closure 
or a few days. 
few days, but it usually closes spontaneously. 

If the sac has been associated with an esophageal stric- 
re, this must be treated accordingly by sounds and bou- 
jes, Donatp K. Bacon. 


VARICOSE VEINS AND ULCER: METHODS OF 
IAGNOSIS AND TREATMENT—John Homans (Boston 
ed. and Surg. Jour., Aug. 17, 1922, pp. 258-266) —Homans 
eviews the anatomy and physiology of the venous circula- 
ion of the lower extremities. This consists of roughly 
arallel deep and superficial systems. The superficial sys- 
m, in which varicosity occurs is without the deep fascia 


At times a cervical fistula may result for. 
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and, unlike the deep vessels, has only skin and superficial 
fascia to support it. This system consists of the great 
saphenous, which drains the antero-internal surface of the 
leg from the foot to the saphenous opening, and the lesser 
saphenous draining the postero-lateral aspect from foot to 
popliteal space. The superficial veins are provided with 
15 or 20 valves at intervals which ensure that the blood 
shall travel only toward the heart. There are at intervals 
communicating branches to the deep veins with valves fac- 
ing inward. Varicose change follows phlebitis or other 
causes and includes fibrosis, dilatation of the vessel and 
incompetency of the valves, which permits back flow of 
blood through the saphenous and popliteal openings and 
communicating branches and increased hydrostatic pressure 
on the veins. This pressure induces stasis which reduces 
the nourishment to the vessel wall and overlying skin with 
further weakening and atrophic changes in both. The skin 
becomes pigmented and fibrosed and following slight 
trauma easily develops indolent, intractable ulcers. 

Diagnosis consists of determining the points at which 
incompetent anastomoses with the deep system exist. If 
the leg be elevated to drain the veins, pressure can be ap- 
plied over the saphenous opening to prevent refilling from 
this source as the leg is lowered. If then rapid refilling 
occurs, incompetent communicating branches may be diag- 
nosticated, because capillary flow requires three or four 
minutes to accomplish this. 

Treatment may be ambulatory or operative. 

Ambulatory treatment is best carried out by application 
of bandages covered with Unna’s paste. 

Operative treatment includes excision of the veins and 
ligation of incompetent anastomoses. 
cure small ulcers. 


This may suffice to 
Larger ulcers may require excision in 
addition, with skin grafting or transplant of pedicled flaps. 
Donatp K. Bacon. 


REMOVAL OF INTRATHORACIC TUMORS BY THE 
TRANS-STERNAL ROUTE—T. P. Dunhill (British Jour. 
Surg., July, 1922): 

Dunhill reports three instances in which tumors were 
removed through an incision that split the upper half of 


the sternum. The first case was one of intrathoracic 
fibroma and the others were substernal enlargements of the 
thyoid gland, all causing great difficulty in respiration. 

He makes an incision which has a Kocher collar incision 
for the upper limb. From this, a perpendicular incision 
descends over the middle of the sternum to the third inter- 
space, where it turns right or left, as the position of the 
tumor requires. The sternum is split and the internal 
mammary vessels ligated. In one case, Dunhill found it 
necessary to extend his intercostal incision in both direc- 
tions. This permits flaps of chest wall containing the 
clavicle and upper three ribs to be elevated on one or both 
sides. This exposure permits the removal by enucleation 
or dissection of relatively large intrathoracic growths. The 
author was enabled to deliver several large thyroid tumors 
which could not be satisfactorily approached through the 
upper entrance to the thoracic cage. 

Dunhill believes this method to be of superior value in 
the surgery of intrathoracic growths. The infiltrating, 
malignant growths are always of doubtful operability, but 
the benign, encapsulated ones which cause symptoms by 
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their size or through pressure can usually be partly or stated that syphilis played no part in the production of apy OBSER 
entirely extirpated by operation and the patient relieved. of the fifteen abortions or premature labors, it neyerth, us IN 
This latter class includes fibromas, lipomas, goiter, der- less seems permissible to assume that it did not. Of the fpALTH 
moid and hydatid cysts. children remaining, four died from accidents of labor. InfAmer. J 
Aortic aneurysm must be carefully excluded before oper- ¢4ch instance, autopsy showed no sign of syphilis. On theMMiyan Nest 
athens. Donatp K. BAcon. other hand, four other children were born dead or died dur.fMhear 1921. 
ing the puerperium and showed signs of congenital Syphilis, Mases atte 

thus leaving 90 living children who were discharged fromMher cent) 


THE STRAIGHT VESSELS OF THE TERMINAL € the clinic in apparently good condition. 
ILEUM—R. L. Payne (Surg., Gyn. and Obst., 35, 4, Oct., 
1922): Payne offers an observation which renders it easier 
for the surgeon at operation to recognize the terminal ileum 
without an extended search for it. This feature consists 
of one, two or three small blood-vessels which are found in 
the last one and one-half inches of the terminal ileum. 
They are longitudinal in direction and connect with the 
vessels of the cecum about the ileo-cecal valve. 

Payne states that this is the only place in the entire in- 
testinal canal where straight vessels are found as a definite 
and distinguishing feature, all other vessels except those 
in the border of the mesentery being of the circular type. 

Donatp K. Bacon. 












































per cent) 

During the months ef April and May, 1922, strenuoysimwere care 
efforts were made to loeate these children. Of the 81 chij.,Mreatment 
dren which could be traced, 71 were found to be living anqfMparsan 0 
well, manifested no signs of syphilis, presented a negatiyegpirth to 4 
Wassermann and were apparently in excellent condition; JBng 101 h 
five more were living and apparently well but their mothers miscat 
would not allow blood to be drawn for a Wassermann; onefé to 40 
was syphilitic at the end of the third month and then Jogihe first | 
sight of; three had died of pneumonia and one of gastro.qpiving chi 
enteritis. ull treat 


From these figures it is apparent that 5 or 5.3 per cent reeks, al 
showed demonstrable evidence of syphilis, while 76 wereg™@""™> @ 


living and well, 9 had been lost track of and 4 had died. 9, 26 ca 


. er cent) 
The cases are tabulated according to the treatment re. “4 ‘ 
jent tree 


GYNECOLOGY AND OBSTETRICS ceived. The figures clearly indicate that almost ideal ref . f 
sults follow anything like efficient treatment of syphilitic onde 
pregnant women, and that surprising results may sometimes 4 P 
SUPERVISORS: follow what would ordinarily be regarded as altogether in’ Hs 
ARCHIBALD L. McDONALD, efficient treatment: Of the five cases of syphilitic children CONG 


that occurred, in two cases the mothers had received m 


FIDELITY BLDG., DULUTH treatment, in two cases the treatment was notoriously in. “ a 


ALBERT G. SCHULZE sufficient, in one case a negative Wassermann was attained f 
2 only shortly before the birth of the child. In all cases in ee 


LOWRY BLDG., ST. PAUL which the Wassermann had been negative for three months 
or more after the last treatment there was no evidence of 
INFLUENCE OF THE TREATMENT OF SYPHILITIC _ syphilis in the child. 
PREGNANT WOMEN UPON THE INCIDENCE OF CON‘ There is abundant evidence that the syphilitic pregnant 
GENITAL SYPHILIS.—J. Whitridge Williams (Bul. Johns woman is unusually amenable to treatment. (Reprint from 
Hopkins Hos., Nov., 1922): In the author’s paper, “Value “Abstracts from Recent Medical and Public Health Papers, a 
of the Wassermann Reaction in Obstetrics,” which appeared _jssued by the Division of Venereal Diseases, U. S. Public mr b 
in October, 1920. and which was based upon the study of Health Service.”) ealth S 
4.547 women whose Wassermann reaction had been de- ‘ 
termined during the four years ending December 31, 1919, 


the significance of the Wassermann reaction during preg- SYPHILIS IN OBSTETRICS—Gammeltoft (Hospital 
nancy was considered. At this time it was shown that in stidende, May 5, 1922; British Med. Jour., July 15. 1922):—"¥-—— 
this material syphilis constituted the most important single (Gammeltoft has found that at the Regshospital in Coper- 
factor concerned in the causation of fetal death, and was hagen the frequency of syphilis in the obstetric department 
responsible for 34.4 per cent of all deaths occurring between hag risen from 3.7 per cent in 1912 to 7.7 per cent in 1921. 
the period of viability and the expiration of the first two The rise was uniform and was to a certain extent. but nol 
weeks of the puerperium. It was further shown that the entirely, due to advances in diagnostic methods. Since 191i 
results of treatment were highly satisfactory. When no Wassermann’s test has been carried out in every maternit) 
treatment was instituted 48.5 per cent of the children mani- case, and when it was positive a careful clinical examination : 
fested signs of syphilis, as contrasted with 39.2 per cent and —ajmost invariably revealed other signs of syphilis. Author DELA 
6.7 per cent, when the treatment was insufficient or efficient finds that the influence of syphilis in causing abortion hasLancet. 
respectively. been greatly over-rated and that the subjects of syphilis dojRses, ei 
In the two years following the completion of the series not oftener show a febrile reaction during labor than healthyphose a 
just referred to, that is, from January 1, 1920, to December women. The frequency and severity of obstetrical complicageed 16 
31, 1921, 96 of the women included in it have passed through tions, such as nephritis and eclampsia, seemed to be little sign: 
113 pregnancies in the service. Upon analyzing these, it affected by the presence of syphilis. (Reprint from “AbjRged it 
was found that nine had ended in abortion and six in pre-__ stracts from Recent Medical and Public Health Papersgfracts 
mature labor. Since in normal women at least every fifth issued by the Division of Venereal Diseases, U. S. Publidfsued | 
pregnancy ends in abortion, while it cannot be categorically Health Service.”’) ealth | 
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OBSERVATIONS ON THE TREATMENT OF SYPH- 




















neverth. mils IN PREGNANCY IN THE DEPARTMENT OF 
Mf the @MMMEALTH IN DETROIT—Welz and Alfred E. Van Nest 
abor, InfAmer. Jour. of Ob. and Gyn., Aug., 1922): Welz and 

On thelfiVan Nest report results of work done in clinic during the 
died dur-MMear 1921. Fourteen hundred and sixty-seven new prenatal 
syphilis Maces attended this clinic. Of 699 white women, 40 (5.7 
zed fromMper cent) were syphilitic. Of 768 negro women, 153 (19.3 

ner cent) were syphilitic. One hundred and forty-seven 
strenuoysmmwere cared for through pregnancy. Forty-six had adequate 
81 chij.reatment consisting of three or more injections of neosal- 
ving andgparsan and eight or more injections of mercury. These gave 
negativegpirth to 45 living children, and one stillbirth. The remain- 
ondition; ging 101 had insufficient treatment; among these there were 
- mothers miscarriages or stillbirths with fetal development of from 
ann; one6 to 40 weeks. Five mothers who had full treatment in 
then Jogihe first period (up to 16 weeks’ pregnancy) gave birth to 
f gastro.miving children with no sign of syphilis. Nineteen who had 
ull treatment in the second period of pregnancy, 16 to 28 
weeks, all gave birth to living babies. Of 79 cord Wasser- 
per cent 29s 
76 wereganns examined, 63 (78.7 per cent) were positive. Of the 
1 died, [jp 26 cases had had full treatment; in these cases 8 (30 
yer cent) were negative. From 53 mothers who had insuff- 
oan Bient treatment only 8 (15 per cent) were negative. (Re- 
7» - "Bint from “Abstracts from Recent Medical and Public 
syphilitic ealth Papers, issued by the Division of Venereal Diseases, 
>metime S, Public Health Service.”) 
ether in- 
childredl CONGENITAL SYPHILIS AND THE ERUPTION OF 
eived ite FIRST TEETH—Ellsworth Moody (Jour. of the Mis- 
nay “Bouri State Med. Assn., July, 1922): Moody reports three 

— ases of children who failed to cut all their first teeth. 
: pe fter anti-syphilitic treatment had been administered all 
ae ; lhe deciduous teeth kad erupted. Author concludes: Con- 
_— renital syphilis may be an even more important cause of 

ailure of the first teeth to erupt than rickets and the disease 
pregnaniBay cause no changes in shape, size, arrangement, or inter- 
rint from ere in any way with the enamel formation. (Reprint from 
, Papers, Abstracts from Recent Medical and Public Health Papers, 
3. Public sued by the Division of Venereal Diseases, U. S. Public 
ealth Service.”) 
Hospital: PEDIATRICS 
>, 1922): 
n Copen- SUPERVISORS: 
partment FREDERICK C. RODDA, 

. a CHILDREN’S CLINIC, MINNEAPOLIS 
den ROY N. ANDREWS, 
naternity MANKATO CLINIC, MANKATO 
minationg#—— 

Authorf DELAYED CONGENITAL SYPHILIS—E. D. Spackman 
rtion hasglancet, London, July 8, 1922): Spackman reports ten 
philis doses, eight of which occurred in full-grown serving soldiers 
n healthyhose ages range from 19 to 31 years; and two in civilians 
:omplicafeed 16 and 17 respectively. In the eight cases there were 
be littl signs of a syphilitic breakdown until the men were en- 
om “Abfged in the strenuous work of war. (Reprint from “Ab- 

Papersmtacts from Recent Medical and Public Health Papers, 
;. Publioffsued by the Division of Venereal Diseases, U. S. Public 





ealth Service.” ) 
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A CLINICAL AND CHEMICAL STUDY OF BUTTER- 
SOUP FEEDING IN INFANTS—Alan Brown, A. M. Court- 
ney and I. F. MacLachlan (Amer. Jour. of Dis. of Child., 


November, 1922): The following is a working basis for 
the preparation of food: 


BUTTER SOUP FEEDING 


OE juvccwmeen wassietedonbwes 7% level teaspoons 
CONE MEINE oc ciiccuioccsicns 5% level teaspoons 
WN cinasdes as epcceaeceevs tees 14% level teaspoons 
WHE sab cerces ee susedearotesnt 1744 ounces 


Melt the butter in a saucepan, over the lowest possible 
flame, or using an asbestos mat, or until the butter stops 
foaming and becomes a dark color, usually taking seven 
minutes. 

Add flour and sugar, blending thoroughly. 

Add 17% ounces of cold water and stir constantly until 
mixture thickens (usually taking five minutes). 

Cook in double boiler for thirty minutes. 

Measure and add boiled water to make 20 ounces. 
mal color is light brown. 


Nor- 


The caloric value of this butter-soup (without addition 
be adopted: butter-soup, 14 ounces; whole milk, 7 ounces; 
weighing seven pounds, the following feeding would thus 
be adopted: butter soup, 14 ounces; whole milk, 7 ounces; 
7 feedings. The caloric value of this mixture is approxi- 
mately 24 to the ounce. 


When the stools tended to be loose, the sugar was omit- 
ted and ¥% to 1 ounce of casein flour was added. 

The use of butter-flour mixture for very young and very 
small infants was generally attended by rapid and uniform 
weight gain, improvement in vigor, in tissue turgor, in dis- 
position and in resistance to infection. Extraordinarily 
good results were obtained with many infants suffering 
from atrophy. It is not indicated, however, for children 
with diarrhea or other forms of severe fat or carbohydrate 
intolerance. The caloric intake with this form of food was 
unusually high, averaging approximately 70 calories per 
pound. In some cases signs of mild rickets, or a condition 
simulating mild rickets, were seen after continued use of 
butter-soup. No edema was encountered. If the weight 
became stationary after long continued use of butter-soup, 
the addition of protein to the food or temporary feeding 
with a cow’s milk dilution was sufficient to bring about a 
continuation of the rapid weight gain. The stools with 
this food were acid, strongly resembling those with breast 
milk feeding, but were much larger. Like breast milk 
feces they contained a high per cent of fat. There was 
generally a poor retention of fat and sometimes a poor 
retention of nitrogen and of total salts, especially by the 
older children. There was usually a fair retention of 
calcium. Sodium chlorid was not retained in abnormal 
amounts. The feces contained an excess of inorganic bases 
over inorganic acids, and the urine showed the reverse con- 
dition. The excess of bases in the feces was not to be 
accounted for by the quantity of fat excreted as soap, but 
apparently indicated the presence of lower acids. Un- 
doubtedly, butter-flour mixture is a valuable addition to 
our resources in the feeding of premature, small and un- 
dernourished infants who are not suffering from any acute 
digestive disturbance. R. N. ANDREWS, 
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DETAILS IN INFANT FEEDING — James M. Moser 
(Arch. of Ped., July, 1922): In no type of cases is neglect 
of attention to details more provocative of the habit of 
changing physicians than in the difficult feeding cases of 
infants. Time and again we see these youngsters carried 
from one doctor to another, the last man getting results 
with practically the same formula as given by the first, be- 
cause he paid attention to facts about the preparation or 
giving of the formula which the first had overlooked. 

Household books on infant feeding should be omitted 
from the nursery. These books usually work well for nor- 
mal infants, but when the mother undertakes to feed a 
Alificult case with such formulas, the results aré often dis- 
astrous. Is it not time we ceased feeding the baby by any 
book method, but give him instead what his symptoms and 
signs show that he needs? 

It is quite necessary in puzzling cases to eliminate in 
some way the grandmother from the equation. In many 
instances failure has resulted because the attending physi- 
cian has allowed the baby to remain in the same house 
with the mother and other devoted relatives, even though 
a nurse was in charge. 


If the visits to a difficult case have to be restricted in 
time, they had better not be made at all. Neither should 
the frequency of visits be limited. Such a case cannot be 
fed hurriedly but requires painstaking attention. Formulas 
and directions should never be given over a _ telephone. 
New-born infants should receive immediately 1 to 2 ounces 


of boiled water every 4 hours until the third day, when 
they should be started on modified milk, if sufficient breast 


milk is not supplied by that time. Inanition fever is often 


thus avoided. 


Constipation in a breast-fed infant is quite common and 
mearly always overtreated. If the movements are soft, well- 
digested and the baby is happy and contented, there is no 
more reason why he should be tortured to make him have 
a movement every 24 hours than there is in an adult in 
similar condition. The youngster may go 48 hours without 
being harmed in the least thereby. It is important to in- 
struct the mother as to the necessity and purpose of giving 
fruit juices, particularly in bottled babies. They should 
be informed it is not alone for the bowels, but for the 
infant’s general condition. A very frequent mistake is 
made in attempting to give a certain baby the amount at 
each feeding of his supposed stomach capacity. A maras- 
mic infant may require double the ordinary amount. The 
writer has attended 2 cases with infants 2 months old, of 
average size, who required 8 and often 9 ounces at a feed- 
ing. Nipples should be so fixed that baby can get all of 
its food in not more than 20 minutes. Many of these in- 
fants, particularly those of premature birth, become ex- 
hausted and fall asleep if they are required to nurse longer 
than 5 or 10 minutes. 


A personal supervision occasionally of the preparation 
of the formula in the home by the attending physician 
would go a long way toward eliminating many errors. The 
whole question of success in infant feeding rests upon three 
factors—co-operation, close observation and common sense. 
The greatest of these is common sense. 

R. N. ANpREWwS. 
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INDICATIONS FOR TONSILLECTOMY IN iNFANcy 
AND CHILDHOOD. IS THE MODERN TENDENCy 
TOWARD UNIVERSAL TONSILLECTOMY JUSTIFIEp» 
—Henry Heiman (Amer. Jour. of Dis. of Child., Septem 
ber, 1922): During the past few years there has heen 
engendered in the minds of medical men an unfounded 
spirit of antagonism toward the faucial tonsils. The pen- 
dulum has been swinging toward extreme radicalism. Top. 
sillectomy is quite a major operation. Its risks are yer 
definite. The indiscriminate removal of the tonsils should 
be condemned. A careful sifting of the material and criti 
cal observation of cases cannot but lead one to the cop. 
viction that the tonsils have a definite function to perform, 
The anatomy of the organs shows that they are practically 
aggregations of lymph nodes covered by epithelium. Like 
other lymph nodes the tonsils exercise a protective fune. 
tion. They act as a sieve against microbic invasion. The 
posterior pharyngeal wall, the postnasal space and the jn. 
testinal wall contain innumerable lymph follicles similar 
to those of the tonsil. If this type of structure is especially 
susceptible as a portal of entry, of what avail would be the 
removal of the tonsils. 

In instances, however, the tonsils may cease to function 
and become “choked filters,” in which cases they may be a 
source of infection, and the tonsils should be sacrificed, 
The réle played by the tonsils in the production of lym 
phocytes has been conclusively demonstrated by Wood. 
He regards this as a most important function.  Tonsils 
have a role to play in the lubrication of the food, as well 
as of the throat during the act of speaking and singing. 
Changes in the speaking and singing voice after removal 
of the tonsils have been noticed. 

The most important symptoms of the obstructive cases 
have been mouth breathing, clogged nasal passages and 
snoring at night. There has been a great difference of 
opinion and of statistics regarding the relation of tonsilitis 
to articular rheumatism and cardiac diseases. St. Law- 
rence has presented very favorable results from tonsillec- 
tomy in rheumatic and cardiac cases. The author cannot 
but feel that in these cases the careful medical and social 
service attention they received played a considerable part 
in producing the improvement noted. 

In conclusion he urges the co-operation of the medical 
forces to banish the passionate desire, which is fast gaining 
ground, to remove every tonsil, and to substitute more con- 
servative and rational principles. R. N. ANDREWS. 


ACUTE INFECTIONS OF THE URINARY TRACT IN 
INFANTS AND CHILDREN SUBSIDING WITHOUT 
THE APPEARANCE OF PUS IN THE URINE—Walter 
R. Ramsey (Amer. Jour. of Dis. of Child., September. 
1922): The one characteristic symptom is a sudden onset 
with high fever, frequently as high as 105 or 106 F. There fj 
is often no other symptom and the child does not seem to 
be sick enough to correspond to the degree of fever pres 
In other cases, the symptoms are severe, especially 
in the spasmophilic child. If there is irritation of the 
bladder or urethra and symptoms are necessarily aggravated. 

It is generally conceded that the diagnosis must finally 
be decided by the microscope. The generally recognized § 
examinations in urine are as follows: (1) a catheterized 


ent. 
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jpecimen in @ female; (2) a cleansed meatus; (3) urine 
‘amediately examined. In an uncentrifuged specimen, low 
ower, if colon bacilli in numbers, and pus cells to exceed 
nto the field are present, a diagnosis of cystitis or pyelo- 
vstitis is conceded. The author contends that the appear- 
bce of pus cells above a point considered normal is not 
essary to establish a diagnosis of an acute infection of 
le urinary tract. In 1910 he pointed out that colon bacilli 
in great numbers in fresh acid urine was accompanied with 
jaracteristic symptoms of fever, etc., without the appear- 
bnce of pus, and in 1914 he came to the conclusion that in 
many acute infections of the urinary tract no pus is ever 
7 the urine containing only bacilli and epithelial cells. 
He has repeatedly noticed that after the acute onset of a 
lon bacillus infection of the urinary tract, with the char- 
eteristic high fever, the urine, although acid and con- 
sining myriads of colon bacilli, remains free from pus for 
syeral days, after which pus cells begin to appear in in- 
reasing numbers. In other cases, the characteristic symp- 
toms and fever subside after a brief period and the colon 
bacilli gradually disappear without the appearance of pus 
n the urine. 

He believes that many heretofore obscure fevers in in- 
fants and children are produced by infections with the 
dlon bacillus, these infections may be local or perhaps 
systemic, and that they may be diagnosed by the charac- 
eristic general symptoms and by the elimination of an 
increased number of colon bacilli in the urine. 


R. N. ANDREWS. 


INTRAPERITONEAL INJECTIONS IN INFANCY— 
raeme Mitchell (Arch. of Ped., May, 1922). When 
oe realizes the frequency with which fluid is indicated 
in certain diseased conditions and the disadvantages 
of previously existing methods of furnishing fluid in 
hose conditions, it is not surprising to find that the 
intraperitoneal injection of fluid is now widely used. 
he giving of fluid by mouth is often useless because 
omiting causes its expulsion. When introduced by rec- 
um, fluid will not be retained if diarrhea is present. 
Hypodermoclysis is a painful procedure and the amount 
f fluid administered is limited. Large amounts of fluid 
may be given in the peritoneal cavity. As much as 300 
r 400 c.c. may be introduced and is quickly absorbed. 
hese injections may be repeated as often as every eight 
ours if necessary. 


Is there any risk of the needle entering the intestinal 


umen and causing peritonitis? It has been repeatedly 
hown in animals that it is very difficult to injure the gut 
nless greatly disturbed. It has been found that after 
ecent operations on the abdomen, intraperitoneal injec- 
ions should not be given as they may interfere with the 
ealing of the incision. 


| Intraperitoneal injections are indicated in any condition 


hich is accompanied by dehydration. Clinically, anhy- 
Hremia is readily recognized by the shrunken condition of 
he patient, the depressed fontanel and the dry relaxed 
kin. If dehydration is present, fluid must be supplied by 
method which permits the administration of large amounts 
Mf fluid which will be quickly absorbed. This is accom- 


7 lished by intraperitoneal injection. If sufficient amount 
»gnized & 
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of fluid is furnished, acidosis will be prevented, or, if 
present, may be relieved. The best results obtained have 
been by the use of the simple sodium chloride solution. 
With this there is less tendency to abdominal distention. 
As long as dehydration exists, fluid may be injected into 
the peritoneal cavity. 

The Technic of Intraperitoneal Injections. After hav- 
ing ascertained that the bladder is empty and that there 
is no. distention, the abdomen is painted with tincture 
of iodine. Salt solution at temperature of 100° is put 
into a graduated container. To this container is at- 
tached an 18 gauge needle having a point beveled at 
about 45°. The skin of the abdomen in the midline 
about one-third of the way from the umbilicus to the 
pubis is elevated with the left hand, while the right 
hand plunges the needle through the abdominal wall. 
The needle should be pointed in an upward direction and 
should be inserted just through the abdominal wall. When 
slight abdominal distention occurs the needle is withdrawn 
and a sterile dressing applied. 

R. N. ANpREws. 


HABITUAL VOMITING IN INFANTS—Epstein, Ber- 
lin (Arch. of Ped., 1922). The author comments upon the 
peculiarly large air content of the infant stomach, both 
with breast and bottle feeding. Another feature is the 
lack of ability to contract the stomach concentrically 
around the food. The peristole seems to be a reflex func- 
tion and there seems to be some parallel between the 
size of the air bubble and this peristolic function. For 
these and other reasons he gives a more solid gruel instead 
of the usual fluid food in case of habitual vomiting. This 
seems to elicit the peristole reflex, and thus expels the air. 
Even a small amount of a more consistent food, immediately 
before the ordinary feeding, starts this reflex as a condi- 
tional reflex. Two or three teaspoonfuls of a_ thickish 
gruel are given five minutes before the feeding. In nine 
of the thirty-six children thus treated the vomiting ceased! 
at once; in twenty-two the vomiting gradually subsided 
in the course of from 3 to 10 days. In two of the cases: 
no effect was apparent and atropin was given. The chil- 
dren gained because of their ability to retain their nour- 
ishment. In conclusion he states that this peristolic func-- 
tioning of the stomach is not the only factor, in habitual! 
vomiting; the diaphragm may be involved, but this treat- 
ment is certainly worth while. 

R. N. Anprews. 


THE INHERITANCE OF SYPHILIS—Palacio and 
Moral (Semarra Medica, Buenos Aires, April 20, 1922; 
Jour. Amer. Med. Assn., July 15, 1922): Palacio and Moral 
ascribe the transmission of syphilis to the mother; only 
through the dystrophia of the spermatozoa does the father 
affect the child. When the mother is affected the child is 
always affected. Latent tertiary syphilis in both parents 
indicates dystrophia of the reproductive elements, but the 
disease is liable to flare up under the influence of gestation, 
in which case the child is liable to have congenital infec- 
tion as well. (Reprint from “Abstracts from Recent Medi- 
cal and Public Health Papers, issued by the Division of 
Venereal Diseases, U. S. Public Health Service.’’) 
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By EXAMINATION 


Name School and Date of Graduation Address 
Ahrens, Richard S$ |. of Minn., M.B., 1922 St. Luke’s Hospital, St. Paul 
Anderson, Carl Edwin ). of Minn., M.B., 1922...........Swedish Hospital, Minneapolis 
Anderson, Walfred '. of Minn., M.B., 1922 Swedish Hospital, Minneapolis 
Ball, Fred E J. of Minn., M.B., 1922 St. Luke’s Hospital, Chicago, II], 
Bueermann, Winfred H Columbia U., M.D., 19% Rochester, Minn. 
Eckman, Philip Franklin J. of Minn., M.B., 1922...........Moorhead, Minn. 
Gillespie, Malcolm G J. of Minn., M.B., 192: St. Mary’s Hospital, Duluth, Minp, 
Gingold, Benj. A ), of Minn., M.B., 192% General Hospital, Minneapolis 
Hammargren, August F J. of Minn., M.B., 1922 1624 Eighth St. S. E., Minneapolis 
Hiniker, Louis P J. of Minn., M.B., 1922 Hastings, Minn. 
Kepler, Helen Mackeen J. of Minn., M.B., 1922 741 Huron St. S. E., Minneapolis 
Kernkamp, Ralph |. of Minn., M.B., 1922 U.S. Veterans’ Hospital, Minneapoj 
Latchford, Jas. Kyran J. of Toronto, M.B., 1921 Rochester, Minn. 
Lewis, David Joseph J. of Minn., M.B., 1922 
Lindberg, Alfred L J. of Minn., M.B., 1922 
Mitchell, Abbott Blunt ). of Minn., M.B., 1922 
Moyer, Ralph Edward |. of Minn., M.B., 1922 Asbury Hospital, Minneapolis 
Nagel, Harold David ). of Minn., M.B., 1922 General Hospital, Minneapolis 
Paulson, Geo. A J. of Minn., M.B., 1922 1628 Eighth St. S. E., Minneapolis 
Reineke, Harold Geo J. of Minn., M.B., 1922...........N. P. Hospital, St. Paul 
Richardson, Fredk. S }. Of Wiimm., BEE, BGBB..... 2 0c 0 00 25 Sidney Place S. E., Minneapol 


Smith, Elton Henry J. of Minn., M.B., 1922...........519 Washn. Ave. S. E., Minneapo 
Sugg, Cullen E J. of Mich., M.D., 1922 1515 Charles St., St. Paul 
Taylor, Jos. Hume lL; @t Beem, We, TOES. ci siescacs University Hospital, Minneapolis 
Wetherby, Macnider J. of Minn., M.B., 1922 1940 Sheridan Ave. So., Minneapol 
Wilson, Rolland H of Witem.. WEB... 1922... ... 0000. Dakota, Minn. 


THROUGH RECIPROCITY 
Blakey, Adam Roy Rush, M.D., 1921 Athletic Club, Minneapolis 
Brennan, Arthur Wm Ph RE Cig By BOER. orsccenaee Cold Springs, Minn. 
Farisy, Arthur Thos Rush, M.D., 1920 Fairfax, Minn. 
Gipner, John Fredk U. of Mich., M.D., 1921 208 Walnut St. S. E., Minneapolis 
Hager, Benj. Harry Rush, M.D., 1917 Rochester, Minn. 
Harding, Donnan Beuter J. of Ia., M.D., 1920 Rochester, Minn. 
Hatch, Walter E V. W., M.D., 1907 1802 Ogden Ave., Superior, Wis. 
Howard, Wm. Henry dah., Chicago, M.D., 1915......... 137 N. Fairview Ave., St. Paul 
Palmer, Clinton Foster cS | Et . Albert Lea, Minn. 
Feterman, Mynie Gustav Wash. U., M.D., 1920 Rochester, Minn. 


NATIONAL BoArRD CREDENTIALS 
Kilgore, Allen Malone Rush, M.D., 1918 Rochester, Minn. 
Potter, James Craig Johns Hopkins, M.D., 1921 Rochester, Minn. 








FOR SALE—Well established general practice for price of _A RESORT TOWN near Minneapolis having a sumt 
office and residence. Village of 1,200 population near population of 15,000 and an all-year ‘round population 
Twin Cities in prosperous dairy community. Good roads. 1,500, needs a doctor. Two drug stores and one doctot 


Good collections. Reason for selling—specializing. Ad- town now. Address A. O. G., care Minnesota Medicine 
dress B49, Minnesota MeEpIcINE. 





